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The Centre for Enquiry into Health and Allied Themes, CEHAT, is a non-profit research 
organization set up with the primary objective of conducting research on topics of 
relevance to the health and well being of the disadvantaged and the poor. It functions as 
an interface between progressive and pro people movements and academic expertise. 


CEHAT represents the outcome of a long process of debate and discussion on the 
increasing need to create a structure which could in a disciplined manner enquire into 
the many troubling questions thrown up by and within people’s movements and provide 
a data base and well substantiated answers. Some of these topics may involve 
quantification and estimation, for instance, the volume of resources wasted on 
irrational drugs. Others may extend, deepen and influence currently applied norms of 
medico-legal jurisprudence such as research on domestic violence, torture or rape. 
Some may impinge on medical ethics and may raise further questions as in explorations 
of the responsibility of the medical community towards patients. Studies and surveys 
o11 women’s experience with abortion or contraception or their perceptions of health and 
illness will seek to inform mainstream analyses, while those on psycho-social trauma of 
| populations forcibly displaced or the concept of social wage and what it implies, will 
reveal what is hidden even as they influence the process of change towards a more 
sustainable and equitable society. 


How we function 

In principle, CEHAT does not regard society either as a ground for experimentation or 
as unexplored terrain for data gathering for intellectual exercises. Given this, all of 
CEHAT’s projects endeavor to create space for the participation of people in the study 
without compromising on academic rigour. All CEHAT projects are referred to ethics 
committees, and are committed to return the results of research to participants and 
respondents, in an appropriate manner. 


laird Nara is on a democratic and participatory mode of decision making. 
Clal audit group periodically evaluates CEHAT’s performance i i 
management and the relevance of research directions. a —_ 
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INTRODUCTION 


Abortion and Abortion Services in India 


Despite abortion being legal now for three decades, the registered and certified 
providers account for about one-sixth of the induced abortions, which are estimated to 
be taking place in India. The legal abortions are reported by the Family Planning 
Department through its annual publication the Family Welfare Yearbook. The 
remaining abortions are done by practitioners outside the legal framework, but not 
necessarily only by quacks. A large proportion of the non-legal abortions are conducted 
by providers who may be otherwise qualified in terms of their medical training but do 
not have the necessary certification as demanded under the Medical Termination of 
Pregnancy Act. 


The MTP Act is quite liberal and yet why do we have such a situation where an 
overwhelming number of abortions being done either by uncertified (otherwise qualified) 
practitioners or by unqualified persons? Answering this question is not easy. Doctors 
believe that the process of registration and certification is so cumbersome and 
bureaucratic that it is not worth the effort. The health officials say that the doctors do 
not come forward for certification/registration because they do not want to adhere to 
the standards laid down in the Act and do not like being monitored. As usual the truth 
lies somewhere in the middle. 


The malaise is not confined to abortion and abortion services alone but to the entire 
health care system, especially private health care services. Anyone in this country can 
set up medical practice in any part of the country. Neither the State nor the 
professional bodies have shown any concern in regulating this. Today there are 
estimated to be as many unqualified medical practitioners as there are qualified ones, 
and looking at estimates of abortion the ratio of qualified to unqualified abortion 
providers would be close to 1 : 6. 


In the last decade both the issue of abortion as well as regulation of health care services 
have emerged as major areas of concern. Abortion and abortion care services and 
regulation of the private health sector in the context of quality of care have become 
important areas for social science and policy research. As a result a lot of information 
and documentation on these issues has been done. 


CEHAT as an organisation has been a major contributor to research, action and 
advocacy in both these areas. Today CEHAT houses the Secretariat of a major national 
initiative called the Abortion Assessment Project - India (AAP-I), which involves 
coordinating multi-centric studies on abortion providers and household studies to make 
direct estimates of abortion rates. These studies are a collaborative effort of a number of 
institutions across the length and breadth of the country and its findings will become a 
major peg for a national initiative in advocacy on the abortion issue in the context of a 


rights perspective. 


The overall objectives of this project are as under: 

e Review Government policy towards abortion care, availability of funds, its flow and 
policy / programme environment in the country —including Family Planning and 
abortion care. 

e Assess and analyse abortion services, including organisation, management, 
facilities, technology, registration, training, certification and utilisation in the public 
and private sector. 

e Study user perspective with special focus on women’s perceptions of quality, 
availability, accessibility (including barriers to utilisation of safe abortion facilities), 
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confidentiality, consent, post-abortion contraception and attitude of service 
providers. 

e Study social, eco 
of changing soci 
making. 

e Document costing an 

Estimate rate of abortion, resultant m 

and reasons for induced abortion. 

Disseminate information on abortion issues widely and do advocacy on issues of 


concern in the context of reproductive rights of women. 


fluence decision-making: impact 


d cultural factors that in #% 
nomic and cu family dynamics and decision 


al values, male responsibility, 


d finance issues related to the above. 
orbidity and mortality, causes of spontaneous 


On the basis of these objectives the following components of the project have been 


worked out: 


I. Overview paper on policy related issues, series of working papers based on 
existing data / research and workshops to pool existing knowledge and 
information in order to feed into this project. 

II. Multicentric survey of abortion providers and facilities in six States 

III. Eight qualitative studies on specific issues to complement the multicentric 
studies. These will be done by researchers, grassroots groups and medical 
establishments and will not be confined to the six states (this component of the 
study is coordinated by HealthWatch). 

IV. Community based studies to estimate abortion rate in two States in India 

V. Dissemination and advocacy programme: While a larger advocacy initiative will 
constitute an independent phase to be worked out towards the end of the 
proposed phase, some significant initiatives in disseminating information and 
carrying out advocacy work through workshops, meetings and analytic literature 
cre via academia and through popular media have been planned in the current 
phase. 


This five pronged approach will, hopefully, capture the complex situation as it is 
obtained on the ground and also give policy makers, administrators and medical 
professionals’ valuable insights into abortion care and what are the areas for public 
policy interventions and advocacy. 


The present publication is located in this context and endeavors to put together some 
papers, articles and a database on the various dimensions of the abortion issue. 


asi i at have been practicing various forms of birth control and abortion, their 
apse ai ee have been restricted by a number of social and legal hurdles. 
oa Pie e lack of power for women in exercising their right to determine their 
pn al Fey and Nip gett a add to the dimension of the access to the abortion 
estaiktinn a A and Adithi Iyer, in their paper Women and Abortion review 
ys ail ae ey historical , tracing the problems faced in the formulation of 
aig aah A re € legalization of abortion faced a lot of hurdles from anti- 
eines grou vas . advocates coupled with the absence of the vital role of the 
ee ee night to abortion also does not amount to social right carrying all 
SEA Se enthioe 5 Soe that make it concretely realizable and universally 
BOWERY ad eel ; conclude by Saying that abortion is not merely an issue of 
gal conflict but of social, cultural and moral conflict as well. 


Sue an, ang Ra mpeg further Malini Karkal in her paper “Abortion Laws and 
Sites India cme ndia" traces the birth of the MTP Act in 1971, before which 
Criminal. Procedure ar poverned by the Indian Penal Code of 1862 and the code of 
December 30, 1966 puttin ii € Shantilal Shah Committee issued its report on 

g the hazardous situation of illegal abortion that is one 
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of the leading cause for maternal mortality. The “Medical Termination of Pregnancy 
Act’, termed so as to reduce the opposition from the groups who were averse to the 
liberalization, provide legislation of abortion for the following reasons: broad health 
reasons, €ugenic reasons, under juridical conditions such as rape or incest and for 
social reasons such as mental or social injury to the mother. 


Reviewing the actual situation, given the above legal and social scenario, the paper 
Situation Analysis of MTP in Gujarat, Maharashtra, Tamil Nadu and Uttar Pradesh 
undertaken by CORT explains the lack of attention given to abortion in the reproductive 
health programmes. Induced abortions conducted under unsafe condition account for 
uncounted deaths. During the last two decades there has been an increase in reported 
MTP cases and the number of MTP institutions. But still the number of MTP cases 
conducted at private clinics and nursing homes are under reported. The reasons for this 
vary from non-recognition of the clinic to income tax regulations. This four-state study 
also reveals an increasing demand for MTP services though the number of registered 
clinics remains low. To worsen the situation inadequacies exist in training and posting 
of doctors and also in the relation between decision-makers and implementers. Thus 
intensive advocacy is required to strengthen MTP services in order to achieve 
reproductive health goals. 


The reasons as to why still women receive these unsafe abortion services, though 
abortion has been legalized in India with the MTP Act in 1976 is spelled out by Sunita 
Bandewar in her paper Unsafe Abortion. The pro-choice approach advocates the focus 
to shift from unsafe abortion being an issue of public health concern, to access to safe 
and legal abortion as a women’s right issue. Abortion care facilities need to be 
accessible, approachable, adequate and available at public care centers, services being 
provided by trained and skilled personnel with post abortion counseling. The lack of 
these and over and above factors such as confidentiality, low cost of travel, marital & 
socio- economic status, lack of consensus & support from the family members and so 
on, women tend to turn to unsafe intervention by local abortionists. The persistent 
problems of poor quality abortion care facilities can also be located in lack of efforts 
made in upgrading the skills of abortion care providers, poor implementation of the 
MTP Act and low compliance. 


Giving a real life scenario of these unsafe practices by quacks, Dr. Shyam Ashtekar in 
his article ‘Rural India’s Criminal Abortionist’ explains a number of incidences 
witnessed during his medical practice such as small sticks jutting out of the woman’s 
uterus, scooping out a foetus with a spoon, scraping the vagina etc., by use of medical 
technology. 


Lakshmi Lingam in her article “Sex Determination Tests and Female Foeticide: 
Discrimination Before Birth” adds another dimension to the whole issue of abortion 
namely sex selective abortion bringing forth the negative social worth of women. 
Mushrooming amniocentesis providing these sex determination tests, now are a trend 
not just confined to big cities, but also prevail in small towns. These tests which also 
detect the sex of the foetus cause a great deal of damage not only to the women, but 
also to the foetus. Women are forced to undergo these tests either by external pressure 
from family members or by internalized social values. The sex selective abortion of 
female foetuses has a high likelihood of having serious demographic repercussions in 
terms of tilting the sex ratio further against females. The myopic Pre- Natal Diagnostic 
Techniques Act, 1988 fails to take into account the rapid growth of technological 
advances in the introduction of new diagnostic techniques, thus making the legislation 


obsolete in a few years time. 


In the above context, a state level consultation meeting, as part of Cehat’s advocacy 
initiatives on the abortion issue was organized with the aim of bringing about sound 
and feasible recommendations in view of improving access to safe and legal abortions. 
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‘access to Safe and Legal Abortion’ explains the priority areas for 
promoting menstrual regulation and 


The report ; 
improving access to abortion care services, 
gulation. The issues are identified and there are 


training parame 

suggestions made to overcome the limitations in the MTP Act that are related to 
registration procedures i ‘on of the Act. Suggestions are 
also made for medical legislation, tment of the public health 
care system to provide MTP services and health education. 

data on abortion and abortion 


which give useful 
dicate current public interests 


This compilations ends with annexures 
lippings which in 


services as well as some recent press C 
on this issue. 

s information dissemination and advocacy program 
on issues of concern which CEHAT and other collaborating institutions are working on 
and would like to make an impact at both the civil society level as well as the policy 
level. This is the second issue in this series. The first was on Violence as a Public Health 
Issue. Your comments and feedback will be very useful in improving and strengthening 


this initiative. 
Ravi Duggal 


Coordinator 
Date: 20-5-2001 


This publication is part of CEHAT”’ 


WOMEN AND ABORTION 


‘... the two actors who persuaded policy-makers to liberalize 
abortions were demographers and doctors both being 
motivated by their own material interests 
and ideologies’ - states the authors. 


Reproduced from Economic and Political Weekly 
Nov. 27, 1993 


Amar Jesani 
Aditi Iyer 


Women and their right to determine their sexuality, fertility and 
reproduction are considerations that have seldom, if ever, been 
taken into account in the formulation of policies related to 
abortion. 


Through the broad sweep of history, women have practiced various forms of birth 
control and abortion. These practices have generated intense moral, ethical, political 
and legal debates since abortion is not merely a medico-technical issue but the fulcrum 
of a much broader ideological struggle in which the very meanings of the family, the 
state, motherhood and young women’s sexuality are contested. (Petchesky R P, 1986: 
vii) 


Women have demanded abortions but their access to services has been restricted by a 
number of social and legal hurdles. Far from being static, the norms governing the 
ethics of abortion have been modified from time to time and from one social context to 
the other. However, it is noteworthy that regardless of their (restrictive or permissive) 
orientations, abortion norms (and laws) have been directed, almost invariably, towards 
the fulfillment of extrinsic social needs. Women and their right to determine their 
sexuality, fertility and reproduction are considerations that have seldom, if ever, been 
taken into account. Further, in the formulation of policies related to abortion, it is the 
medical profession (and not women’s groups) that has played a vital role. 


The Hippocratic oath, which provides the foundation of medical ethics, prohibits 
physicians from conducting abortions (MacKinney LC, 1952). Given the medical 
profession’s historical link with ancient Hippocratic physicians, it is not surprising that 
the first organized attack on abortion came from doctors. In its 1859 convention, the 
American Medical Association (AMA) demanded that the practice of abortion be 
outlawed. Interestingly, the church took a clear-cut position on this issue only one 
decade after the AMA passed its resolution: in 1869, the Apostolicae sedis Pius IX 
regarded abortion, as a transgression of the faith and a ground for excommunication 
(Hurst J 1991). In the US, the church and the medical profession joined forces and 
succeeded in getting abortions prohibited during the 1870’s. This decree remained in 
force for one century till 1973 when the US Supreme Court initiated the process of 
liberalization in the Roe vs Wade case. In the UK, the Abortion Act of 1967 liberalized 
abortion services up to 28 weeks of pregnancy. Still, the British Medical Association 
cautions the doctor to perform termination after 20 weeks only if he is convinced that 
the health of the woman is seriously threatened or if there is good reason to believe that 
the child will be seriously handicapped (BMA 1988: 80). As the process of liberalization 
spread across various countries, international medical organizations were compelled to 
make their positions clear on the issue. In 1970, the World Medical Association 
conceded in its famous Declaration of Oslo that ‘where the law allows therapeutic 
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abortion to be performed, the procedure should be performed by a physician competent 


to do so in premises approved by the appropriate authority. 


Therefore while the medical profession has been vehement about raphy = 

abortion, its stand on the issue of liberalization has been ridden, wi rs et - . 

either case, the profession has benefited, while the criminalisation of ove a _ 

to eliminate competition from indigenous (female) practitioners in thi century, 

liberalization only empowered it with greater legal and normative authority. 

The liberalization of abortion services in India took place in 1972 in relative isolation 
the efforts of the movement were concentrated 


from the women’s movement. Till then, 
on subverting criminal law without politically articulating specific demands. This may 
partly (but not wholly) be attributed to the absence of a strong feminist current within 


the movement during the 1960s and early 1970s (for despite the growing strength of 
feminism during the last decade, abortion continues to be an issue receiving low 
priority). Secondly, anti-abortion votaries in India are not as belligerent or as strident 
as their counterparts elsewhere; as a result, feminists have not been driven to adopt 
abortion as a programmatic issue. Thirdly, the low priority may be engendered by the 
unawareness of the fact that legalization has not actually been buttressed by safe and 


humane abortion services. 


In many developed countries where the women’s movement is pitted against powerful 
anti-abortion and anti-contraception movements that are systematically backed up by 
Christian’s orthodoxy and right-wing political forces, the issues of abortion and 
contraception have become important programmatic components. In some of these 
countries abortions are still criminalsied. The instance of the pregnant 14-year old 
woman in Ireland who set off massive protests and an overruling of the legal order when 
she was legally prohibited from undergoing abortion in her country and abroad, 
highlights the context in which the priorities of the women’s movement are shaped. 


Still the gains of the movement have been transient even in those developed countries 
that have liberal laws. In the US, the 1973 Supreme Court decision in the Roe vs Wade 
case resulted in the legalization of abortion services. However the court’s 1989 
decisio the W: i 
a n in the ebster case signalled a retreat from Roe. The task of keeping vigilance 
73 legalisation is, therefore as important as the struggle for legalization. Opinion polls 
on the “ee of abortion since 1973 show that Americans are deeply ambivalent on the 
pied fe) mage oe More than two thirds consistently say that although they consider 
a “0 ‘ wrong and immoral, the ultimate decision should be made by a woman 
piss A P ysician rather than by a government decree (Annas GJ 1989). Anti- 
ee S oe to translate the conviction that abortions constitute an act of 
mi caret ae government sanctioned legal restrictions and have been fairly 
HE cere by een the civil rights of the pregnant woman with those of the 
ae ai: intent | is the reason why these feminists have began to recognize the 
ther dalihachd for "a settee abortion merely as a civil right and have linked it with 
mblteaiié einai uctive freedom. In India, abortions were prohibited (unless 
orltigeg(MTP) At wa save the pregnant women) till the medical termination of 
wile Brepnents of t Ss por sisr Two shades of opinion were in evidence. At one end 
with & bite to dh Raa Ne 5 On alk hee ela control who favoured liberalization 
j : e other end 
about the ill effects of abortions conducted by non-qualified, attra er na eT 
nic conditi ‘qui tw: Sear oF as 
* nditions. A quick examination of an 
€s conducted in the 1960s and 1970s (Karkal 


» Pregnancy and contraceptive histories. With the growing 
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vis-a-vis its birth control potential as well as the possible implications of liberalization 
on the social and cultural fabric began to appear. Thus the two actors who persuaded 
policy-makers to liberalize abortions were demographers and doctors both being 
motivated by their own material interests and ideologies. In the mid-1960s the 
government of India appointed a committee under the chairmanship of a medical 
professional Shantilal Sha. A report was submitted on December 30, 1966 and in 
1971, the MTP Act was passed by parliament. The MTP Act as an opening paragraph 
states, was designed to provide for the termination for certain pregnancies by registered 
medical practitioners and for matters connected therewith or incidental thereto 
(emphasis added). In essence, it liberalizes and regulates medical practices in relation 
to abortion but does not even begin to provide women with the means to control their 
reproduction. The act therefore allows medical liberalization to supercede medical 
criminalisation. 


Secondly, the act confers a monopoly on medical opinion in matters related to the 
length and type of pregnancy. Accordingly, pregnancies up to 12 weeks necessitates 
the authorization of one doctor while those between 12 to 20 weeks necessitate the 
opinion of two doctors. The act enjoins doctors to take pregnant women’s actual or 
reasonable foreseeable environment into account. This would involve risk of injury to 
health. In this connection, a pregnancy following rape (marital rape not included) or 
failure of contraception (for married women) are specifically mentioned as indicators in 
two separate explanatory notes. Another clause refers to the possibility of the child 
suffering from physical or mental abnormalities as to be seriously handicapped. 


Clearly, the pregnant women seeking abortion cannot avoid giving an explanation. To 
say that pregnancy was wanted at the time of conception but is unwanted at the time of 
conception but is unwanted now easily disqualifies her. She is required to furnish 
explanations that fit into the broad liberal-and yet, restrictive-conditions listed in the 
act. This situation keeps the act open to differing interpretations. Ironically, the 
current preoccupation with population control and the somewhat dubious motivations 
of the medical profession have engendered a liberal interpretation of the law. However, 
the danger that this liberal interpretation could become a restrictive one without a 
single word of the text being altered remains. This could easily happen under different 
socio-economic and demographic compulsions. 


The act creates two major legal restrictions to the accessibility of abortion services. It 
stipulates that abortion can be legally induced only by a registered medical practitioner, 
“who has such experience or training in gynaecology and obstetrics” and that it can be 
conducted only at a place that is sanctioned by the appropriate authority (if the 
facilities available follow the standards prescribed in the rules of the act). 


There is no dispute of the necessity of having properly trained medical personnel and 
well-equipped centres. With about 73 percent of India’s (mostly indigent) population 
living in rural areas, the provision of free and accessible health care is more than just 
an essential prerequisite for the maintenance and improvement in health status of the 
people (and especially of women who experience morbidity following abortions). 
However, the ground realities are quite different. 


In 1988, there were 8,23,241 qualified doctors of all systems of medicine in India. 40.3 
percent of whom were trained in allopathy. The doctor-population ratio was 1:967. 
However, according to the 1981 Census, only 41 percent of all doctors (and only 27 
percent of all allopaths) were located in rural areas. Further, less than 15 percent of 
them worked in the government sector. In 1990, rural areas were provided with health 
care services by a network of 20,531 Primary Health Centres (PHC). Experience show 
that most of these are ill equipped to render even the most basic indoor medical care. 
Only some have facilities for sterilization operations and wards for postoperative 
sterilization cases. Only 20,248 doctors were employed at all these PHC’s defining a 


7 


Women and Abortion 


lation of 40,334 was covered by 
io of doctor per PHC. On an average, a popu 7 
a pe. in eS ae only 31 percent or all hospitals and 16 percent of all 


hospital beds were found in rural areas (Jesani and Anantharam 1990). 


of rural health services is conjured up by the ICMR 


Task Force Study (1991) which evaluated the quality of family welfare services at the 
PHC level during 1987-89. This was the largest study ever conducted spreading over 
398 PHCs from 199 districts in 18 states and one union territory. They found that only 
12 percent of the PHCs (mostly in Maharashtra) subscribed to the norm of one PHC per 
30,000 people. A substantial shortage of Auxiliary Nurse Midwives at the PHCs and 
sub-centers was observed. The labour room and operation theatre which are essential 
infrastructures required for the delivery of good qu i 

generally observed to be poorly equipped and maintained at the PHC level. 
Furthermore, the fact that majority of the PHCs was lacking in functional equipment 
and /or trained manpower to carry out pregnancy termination even after two decades of 
the MTP Act was a serious concem. Approximately 40 per cent PHCs did not have any 
stock of oxygen readily available (there was) a total absence of records in one-third of 


the PHCs and grossly deficient in the remaining. 


An even more depressing picture 


One might be tempted to believe that private health services are more efficiently run 
than public health care. However, the information that comes to our notice does not 
paint a very rosy picture. Access to private sector health care is restricted by its high 
costs. In a survey of household health care expenditure in one district of Maharashtra, 
Duggal and Amin (1989) computed that as much as Rs. 192 was spent her capita per 
annum, thus making private health care exorbitantly high for the indigent. 


In spite of the health care services being dominated by the private sector, there is 
practically no regulation over it. The Medical Council more or less confines its role to 
the supervision of medical education and private nursing homes and hospitals are not 
always governed by regulatory mechanisms. Even if mechanisms for regulation do 
exist, this is often inadequate and suffer, from a lack of will and intent. For instance, in 
response to public interest litigation filed by the Bombay Group of Medico Friend Circle, 
the Bombay Municipal Corporation (the legal regulatory authority) could not furnish 
information on nursing homes located in 25 percent of all wards in Bombay. Similarly 
In Delhi, out of 545 private nursing homes (which is a gross underestimation) only 134 
G8 25 percent) are registered and according to the Health Ministry, over 20 percent of 
08 sae oh be improved which means that they will have to be closed down (Raina 
mg i _ — gaps in information have been matched, in the last few years 

-s in the ocal press about medical malpractice and negligence. If this is the 
condition in urban areas, one can only imagine the worst in rural areas. 


ee een ie 1s imperative for legal liberalization of abortions to be buttressed 

teiecm little ae mi and humane services. In the absence of the latter, liberalization 

MTP Act fails to re ard th g for many of the pregnant women who seek abortions. The 

SPite co Stincesee Pn € right to access as a justiciable right. This partly accounts 
ol the practice of illegal abortions even 20 years after legalization. 


bins sot Tt apors ae increase in the number of approved MTP centres and 
Oc ieee rey centres and the number of legal abortions conducted in 
pare at while the number of approved institutions under the 


provisions of the Act tripled between 1976-77 and 1988-89, the number of MTPs 


conducted only doubled. The average number of MTPs per centre decreased from 130 


to 93. Moreover, the percentage increase in the number 
of i 
pi bine dl el ‘A my re annual percentage increase ie facta’ ae if 
eae ni. 8 1976-77 tc e prep in the number of MTPs was 8.9 ney us 
a irarginal GS on 0-81:9.8 percent annum between 1980-81 and 1984.8: 
a mere 0.2 percent per annum between 1984-85 to ideas 
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In the corresponding periods, the number of approved institutions increased at the rate 
of 10.2 percent, 9.9 percent and 5.6 percent per annum respectively. Thus, the tempo 
with which the first institutions were established after liberalization has progressively 
waned. In absolute terms, having over 6,000 approved institutions and over half a - 
million MTP’s may appear to be high but the distributions are highly skewed between 
states and in the context of utilization patterns. 


As Table 2 shows, three states- Uttar Pradesh, Maharashtra and Tamil-Nadu —- that 
contained 17 percent of India’s population in 1988-89 accounted for 47.4 percent of the 
total number of MTPs and 34.1 percent of the approved institutions. Maharashtra with 
only 4.8 percent of India’s population boasted of 23.2 percent of all institutions in that 
year. 


There was one approved institution for 1,34,095 people in 1986-87, one for 1,29,903 in 
1987-88 and one for 1,29,123 in 1988-89. The statewise distribution of approved MTP 
institutions was relatively good in Maharashtra (one for 51,763) but worst in Uttar 
Pradesh (one for 3,09,723) which also accounted for the second highest number of 
MTPs (18.6 percent) in 1988-89. In that year, two-thirds of all abortions performed 
were in the seven leading states accounting for less than one-third population of the 
country. They also had half the number of approved institutions. These states 
accounted for two-thirds of all MTPs that have been done since April 1972. This is 
compounded by the overwhelmingly urban location of approved institutions in all 
states. The argument that legalization has not been adequately matched by the 
provision of legally approved services is further reinforced by the observation that the 
induced abortion rate (i.e., the number of legal MTPs per 1,000 population) in 1989 was 
only 0.72. 


Since data on illegal abortions is both unreliable and unavailable, we are compelled to 
go by estimates and the results of surveys. The Report of the Committee to Study the 
Question of Legalization of Abortion (popularly referred to as the Shantilal Shah 
Committee) calculated a figure of 3.9 million induced abortions all of which were illegal 
since they preceded legalization. Goyal (1978) estimated the annual number to be four 
to six million. According to Malini Karkal (1991), in rural areas there are three illegal 
abortions performed for every legal one. She contends that this ratio in urban areas is 
4-5:1. A multi-centre study conducted between 1983 and 1985 in five states — UP, 
Rajasthan, Orissa, Haryana and Tamil Nadu — concluded that there were 2.2 illegal 
abortions for every legal aborton (ICMR 1989). 


However, we feel that the calculation by Malini Karkal (1991) and the appraisals by the 
ICMR Task Force (1989) may, in fact, be underestimation. In order to arrive at a 
conservative estimate forth year 1989, we shall use the ratios calculated by the 
Shantilal Shah Committee. The report states, If it is assumed that for every 73 live 
births, 25 abortions (i., e 34.3 percent) take place annually and of these 15 are induced 
(i.e., 60 percent) then in a population of 1,000 there may be approximately 13.5 
abortions (corresponding to the prevailing birth rate of 39) and of these 8 will be 
induced. Thus at the 1989 population of 812.2 million and a birth rate of 31 per 1,000 
in India, we had 8.8 million abortions of which 5.3 million were induced. This gives an 
abortion rate of 11 per 1,000 and an induced abortion rate of 6.5. Of the 5.3 million 
induced abortions in the country, only 0.58 million were legal and the rest ie., 4.72 
million were illegal. This gives us a ratio of eight illegal abortions for one legal 
abortion. Thus, not only are abortion services poorly developed, but also their skewed 
distribution only serves to keep it beyond the reach of the women who seek it. This 
could be one explanation for the large numbers of illegal abortions. 
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Table 1: Legal Abortions 
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Source: Family Welfare YearBook, 1988-89, Government of India, New Delhi, 1990. 
, Provisional Figures 


TABLE 2 Statewise Abortion Rate and Institutions 


Percentage | Total Number of | Number of MTPs Induced Average Pop 
Share of | MTPs Conducted | Conducted in Abortion Coverage by 


Population | between 1972-89 | 1988-89 Institution 
(1988-89) 


—araprais [ISON [ss T9893. 51,763 

Tamil Nadu 

273143) _ 
-—161(2.6) | _1,89,340__ 
1, 18,906 


| 21,23,025(33.2) | 1,19,293(32.9) 3022(48.0) 


Note: Figures in parenthesis are percentages over vertical totals. 


Source: Family Welfare Year Book, 1988-89, Government of India, 1990 


CONCLUDING NOTE 
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significantly increased the rate of legal-induced abortions (refer to Table 1). Further, by 
doing away with legalized abortion services, can a given society reduce abortions and 
can that automatically improve women’s health? Historical evidence demonstrates that 
it is not possible for the state, trough its employment of technology or legal prohibitions 
or repression, to control women’s bodies completely. In Romania, for example, 
Ceausescu prescribed abortions for 14 years and bolstered that policy with intensive 
repressive measures. Yet, in the 1980s, Romania surpassed virtually all other 
European nations in the rates of abortion - related mortality (Jacobson J 1990:5). 
Instead of evaluating the contribution that a liberal law makes to the health of women 
and the choices that they make, the discussion should turn to an appraisal of whether 
liberalization has been supported by the provision of free, safe and above all humane 
health care (and abortion) services. Further, the social, economic and cultural aspects 
of the issue, which have a fundamental bearing on the position of women, should be 
inspected with great care. 


The dilemma expressed by the sceptic, in fact, highlights the limitations of treating 
abortions as a civil right for individual freedom and privacy. Legality provides only a 
thin cover, a kind of political legitimacy that is necessary but not sufficient to change 
the material conditions of women’s lives. There are two reasons why legalisation, as 
seen as a mere civil right, is not sufficient. Firstly, it makes it possible for anti- 
abortionists under a conservative political climate, to juxtapose the civil rights of the 
unborn child with the civil right of the pregnant women. This has happened in the US. 
In India sceptics have been juxtaposing the right of women to health care over their 
right to safe abortion services and have thus failed to appreciate that legalisation per se 
is not responsible for women’s ill-health. 


Secondly, a civil right to abortion does not amount to a social right carrying all the 
necessary enabling conditions that make it concretely realizable and universally 
available. Further, a really safe abortion is possible by embedding abortion services in 
the full range of social services-health care, pre-natal care, child care, safe and reliable 
contraception, sex education, protection from sexual and sterilization abuse etc. These 
social services must function under the organized vigilance of women’s groups to 
ensure that women do really get access to such services. 


Further, abortion is not merely an issue of political and legal conflict but of social, 
cultural and moral conflict as well. Good social services expand the scope of what is, 
meant by women’s reproductive freedom and are therefore of utmost relevance and 
urgency. However, this is not the only answer to the issue at hand. One argument 
avers that at the most, this could result in a partial or total shift in child rearing 
responsibilities from women to men and ease the material burdens of motherhood 
(through improved benefits and services). Petchesky (1986:16-17) argues that it may 
also operate to perpetuate the existing sexual division of labour and women’s social 
subordination and suggests that the realization of women’s reproductive freedom will 
have to be part of the radical transformation in the social relations of reproduction and 


production. 


In Hilda Scott’s words (1974:190) no decisive changes can be brought about by 
measures aimed at women alone, but rather, the division of functions between sexes 
must be changed in such a way that men and women have the same opportunities to be 
active parents and to be gainfully employed. This makes women’s emancipation not 
merely a women’s question but a function of the general drive for greater equality which 
affects everyone the care of children becomes a fact which society has to take into 


consideration. 
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Notes 


1. Analyses of state policies, legal ples ued pati pa 1) aera pai ie 
blems of physical and financial access to a ort lain 
etn sahieht he politics of abortion © rate in rat cane cotines Ha on 
Poe ae g 
Se ee og eel TH ludes the right to have as well as not to have 


roductive rights as well. This inc 
etildren. In Ha context, it is significant that studies on abortion sevens Le 
been conducted, without exception, from the standpoint of providers, policy-m 


and the state rather than on the needs of women. Secondly, most of these — 
include women in legally approved institutions-usually medical college rar 
and big government or non-governmental organization hospitals-whic _ 
obviously more feasible room the point of view of research. The research samples, 
therefore, are not entirely representative given the fact that a majority of the 
approved institutions are in the private sector. Thirdly, despite the fact that three- 
fourths of the population reside in rural areas, a majority of the studies have been 
conducted in urban areas. While it is true that MTP centers tend to be concentrated 
in urban areas, the relative neglect of the rural situation (where the out-migration of 
men in search of employment only complicates the condition of women) means that 
studies have adopted only a one-sided view of the subject at hand. Fourthly the 
state of knowledge of abortion shows a great paucity of community or household 
studies which make it possible to include the women who utilize unregistered 
hospitals/institutions and illegal providers. The only comprehensive community- 
based study conducted so far (ICMR 1989) looked into the aspect of Illegal Abortions 
in Rural Areas in five states. The preponderance on medical studies on abortion 
has, more or less precluded social sciences studies. While one does not expect to be 
inundated with social science studies. Surely, it is not unreasonable to expect 
more studies from an inter-disciplinary perspective. However these attempts are 
conspicuous by their absence. As a consequence, there are some studies which 
view abortions in the context of state policies and the provision of services by the 
government. However, the qualitative aspects of abortion practices and the manner 
in which societal processes modify and redefine state policies are missed out 
completely. 
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Abortion has become a — 
common method of FP — 


By Roll Srivastava 


MUMBAI: It takes a ten-minute 
operation and a few currency 
notes to legally end a life. Abor- 
tion, once taboo, has gradually be- 
come a popular family planning 
method. Data from the Family 
Planning Association of India 
(FPA) indicates a 46.1 per cent in- 
crease in the number of abortions 
in Mumbai from 1989 to 1999. 


The country-wide figures of abor- 
tions are a reflection of the same 
scenario. Over eleven million abor- 
tions are performed annually in In- 
dia alone. It is also estimated that on 
an average, 12 to 15 per cent mater- 
nal deaths result every year in India 
from unsafe abortion practices. 


“Abortion is very popular as a 
family planning measure,” says Dr 
Shailja Shukla, medical officer in 
charge of the Planned Parenthood 
Centre of the Family Planning As- 
sociation of India (FPAI). She adds 
that in the three FPAI clinics in the 
city around 4,000 abortions are 
conducted in a year. Other hospi- 
tals like Wadia hospital conduct 
over 15 abortions a day, while Nair 
hospital conducts around five. Over 
450 pregnancies are terminated at 
Sion hospital annually, 


“Majority of these cases are of 
married women and not teena e 
pregnancies,” says Dr V R Bad- 
hwar, head of department of the gy- 
naecology department at Sion hos- 
pital. She adds that there are Cases 
where a woman doesn’t bat an eye- 
lid before going for a second or 
even a third abortion.Giving the 


reason for the comparatively small- 
er figures of abortions in hospitals, 
Dr Badhwar says that most women 
would rather ga to a place where 
the abortion can be done instantly, 
even if this means missing out on 
the proper procedures. 

While lack of awareness about 
the use of contraceptives is the 
main reason for the increasing pop- 
ularity of abortion, a careless atti- 
tude and usage of natural methods 
for preventing pregnancy are the 
other factors responsible. However, 
doctors observe that abortion, 
which is free in general hospitals, 
has slowly become an easy way out 
of a difficult situation and almost a 


MATTER OVER LIFE 


routine thing for several couples. 
“Some feel that they are not pre- 
pared to have a child or they can’t 
afford one. But for some mothers 
(who already have a child) the 
thought of raising another child is 
reason enough to terminate the 
pregnancy,” says Dr Duru Shah, 
vice-president of the Federation of 
Obstetric and Gynaecological Soci- 
ety of India. “Most of them feel it is 
a lump of tissue that is being re- 
moved and thus no reason for con- 
cern,” adds another gynaecologist. 
_In 1972, following years and se- 
ries of debates Parliament enacted 
the Medical Termination of Preg- 
nancy (MTP) Act. India was one of 
the three countries then with such 
liberal abortion policies. The Act 
was intended to grant women free- 
dom from unwanted pregnancies, 
specially when there was social or 


+ 


medical risk involved, but it also 
caused abortion services to become 
easily accessible. 
“The number of clinics and hos- 
pitals approved by the Govern- 
ment of India to provide MTP ser- 
vice increased substantially. Conse- 
quenitly, the number of MTP cases 
reported rose from 25 in 1972-73 to 
over 600,000 in 1994-95,” notes A R 
Nanda, secretary of ministry of 
health and family welfare in a 


newsletter of Indian Society for the 


Study of Reproduction and Fertili- 
ty. Illegal and unsafe abortion prac- 
tices also increased. Studies indi- 
cate eight to 10 illegal abortions for 
every legal one. . 
While the methods employed by 
quacks raise concerns over safety, 
most gynaecologists believe that 
even if it is done in ‘proper’ condi- 
tions, post-abortion complications 
cannot be ruled out. “Abortion, like 
any other procedure, has a failure 
rate,” says Dr Shah. She adds that 
excessive bleeding, infection (which 
might lead to sterility at a later 
stage), haemorrhage, uterine perfo- 
ration, are some of the post-abor- 
tion complications. 
Adds Dr Ashwini Gandhi, gynae- 
cologist and unit head at Nair hos- 
pital and TN Medical hospital, 
“When abortion was given a legal 
Status it was: meant to be used 
in cases of emergency where regu- 
lar methods of contraception had 
failed. But there are very few such 
cases.” ‘A part from being unethical, 
abortion is certainly not a meth 
od of family planning,” says Dr 
Gandhi. 


ABORTION LAWS AND THE 
ABORTION SITUATION IN INDIA 


‘Risk is also expected to increase due to repeat abortions, 
especially those done after short intervals. 
The main question that needs to be debated is whether the 
liberalization of the law has helped to reduce illegal abortions 
and to improve the health of Indian women’ -Argues the Author. 


Reproduced from Issues in Reproductive and Genetic Engineering, Vol 4, No. 3, 1991 


MALINI KARKAL 
4 Dhake Colony, Andheri (West), Bombay 400 058, India 


Synopsis - Free access to abortion is a women’s right and a major demand of the 
feminist movement. The article discusses experiences of Indian women, bearing in mind 
the background of feminist demands. Over 20 years passed since the law liberalising 
abortions was passed in India. Services for abortion are widely provided, and yet it is 
observed that the actual number of induced abortions is much larger than the number 
registered under the law. It is observed that abortions are damaging the health of 
women. In a patriarchal society where women have no rights over their bodies and 
population control policy is enforced, abortions and abortion services constitute one 
more instrument-for the exploitation of women. 


Synopsis - 


urea & apforer araet uit Star Ste Soot after art Sr Tt wis Gast we TA Ww 
soerer Ht mit & weg arr ft tar AF art iors & He PT afte wines fet wo sassy 
aaant feat & a ad tart ue OF ae whore ar steal F SET W FT Far ST WA 


moa year sae Ye wer sted Say wk ee Te Ae tr Y aese4 
frafra wet Bt ser aetore alee frat & xe ste wa apt Bf aaa a 


To be able to participate effectively in political and social processes, women must have 
access to information, choice, and control over reproductive technologies. However, we 
have seen that as techniques of medically monitoring and managing labour became 
available, methods of induced abortions were developed. And as methods of controlling 
fertility became possible the “choices” rapidly became compulsions to ‘choose’ the 
socially endorsed alternative (Hubbard, 1982,p.210). In a society that has a high- 
pressure antinatalist policy, a woman who is pregnant is pressured to abort and one 
who is not pregnant is pressured to control her fertility. The women in societies such 
as that found in India do not have the choice to remain single and, having gotten 
married, they cannot choose when to have the sexual relations that makes them 
pregnant. Nor is the choice to continue the pregnancy or not theirs. In India today 
many pregnant women make their “only choice” - induced abortions - which may be 


neither legal nor safe. 


Abortion Laws and the Abortion Situation in India 


hoose 

osphere that only pressures women not to c 
Stoettes programme. Women today are offered the 
availability of contraception or inducing abortions. 
i the methods that are pushed are 
size to the demographic goals 


large families, but 
choice of getting 1n ant 
These choices also are y restn a, 
terminal, such as sterilization, which limits family 


decided by the officials. 


FAMILY PLANNING LEGISLATION 
ogramme was introduced to 


irst Five Year Plan 1951-1956), a family planning pr d 
ies gt health of sie and children. It needs to be noted that the fertility 
regulation programme of the International Planned Parenthood Federation was 
designated as the birth control programme. However the Indian Planners had the 
welfare of the family in mind and hence the programme was called Family Planning. 
The programme was a part of Maternal and Child Health (MCH) under the Ministry of 

the Third Plan (1961-1966) was instituted, due to pressures from the 


Health. Since {ror 
international agencies, the objectives of the programme has become a reduction in the 


birth rate. 


The year 1965 saw a nationwide famine. There was a shortage of rain in the following 
year as well. India experienced a serious food crisis and the government of United 
States discussed the food shortage in the country. Coale and Hoover (1958) argued that 
a high rate of population growth meant a large dependent population, which would 
lower the rate of economic development and make the task of increasing social welfare 
exceedingly difficult. The argument was put forth mainly for the low-income countries. 
The 1961 census showed that the rate of growth of the Indian population continued to 
be high and it was believed that the distribution of contraceptive methods such as 
diaphragm and jelly, foaming tablets, and condoms by the family planning clinics was 
not effective in reducing the birth rate. Use of these methods was largely dependent on 
a couple’s motivation at each coital act. The discussion between the government of 
India and the United Sates authorities therefore led tothe introduction of methods such 
as the IUD, the use of which was unrelated to the sexual act, was provider controlled, 
and was expected to be more effective in bringing down the birth rate. 


To get quick results, services were brought closer to the people through the use of 1,000 
mobile units and through the camp approach, in which services were provided to large 
numbers of individuals at medical facilities. The methods provided were one-time 
motivational methods such as the IUD and sterilization. The people who accepted these 
methods, as well as the staff members providing the services, received financial 
incentives. The incentives to the participants of the camps were larger. Group 
pressures and mass motivation worked at these camps. The largest camp was held in 
eae of 1971 at Ernakulam in Kerala. The number of men undergoing vasectomy in 
is camp was 62,913 (Krishnakumar, 1974). : 


The introduction of the camp approach demonstrated an anxiety about the population 
ae The achievements of the programme were due to what came to be tetmally 
ar ee persuasion’. The States that took hardest line were Maharashtra and 
amil Nadu. The camp approach was originally developed by the officials of the 
government of Maharashtra. In September, 1968, Maharashtra also introduced a 
scheme of disincentives. In 1976 the State introduced a bill for compulsory sterilizati 
of couples with three or more children. The bill went through the first nt di : i 
State assembly, but was withdrawn due to national and international ings in the 
must be noted that the bill had no opposition from the Central governm igen nie , It 
rakes aes c ae Gor 10 the Indian government chan that seneh had 
: . years and th aS ' : 
was an increase in abortions. Abortion in India wan ingal only Bhai ie ie os 
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mother. The provisions of the Indian Penal Code placed India in the category of those 
ibaa with highly restrictive abortion laws. Code 312 of the Indian Penal Code 
provided. 


Whoever voluntarily causes a woman with child to miscarry shall, if 
miscarriage be not carried in good faith for the purposes of saving the life of 
the woman, be punished with imprisonment of either description for a term 
which may extend to three years, or with fine or with both, and if the woman 
be quick with child, shall be punished with imprisonment of either description 
for a term which may extend to seven years, and shall also be liable to fine. 


Further provisions of the Penal Code provided severe penalties for abortions performed 
without the woman’s consent, and for infanticide. The wording of Code 312 makes it 
evident that only strictly medical indications were acceptable and the law, in practice, 
had been so construed. Until 1971, therefore, abortions in India were governed by the 
Indian Penal Code of 1862 and the Code of Criminal Procedure of 1898. The latter lays 
down the procedure to try persons violating the substantive law under the former. The 
origin of this code was the British Law of the 19% century. 


ABORTION LEGISLATION 


On August 25, 1964, the Central Family Planning Board recommended that the 
Ministry of Health create a committee to study the question of legislation on abortion. 
The recommendation was adopted late in 1964, and a committee was constituted, with 
representatives from a variety of Indian public and private agencies. The committee- 
called Shantilal Shah Committee-issued its report on December 30, 1966. The 
government decided to liberalize the abortion laws and passed the Medical Termination 
of Pregnancy Act (MTP Act of 1971). The terminology was specifically designed to make 
it easy to get the law-approved by the parliament. The law was passed as a health 
measure to protect women from the hazards of untherapeutic abortions. 


According to the report of the Shantilal Shah Committee, the major concern of the 
Committee was the hazards of illegal abortions. A questionnaire was sent to a sample 
of the population, mainly in Delhi, Calcutta, and Bombay. The Committee received a 
total of 570 filled-in questionnaires. Of the respondents, 92.3% reported their belief 
that the incidence of illegal abortions was rising (Ministry of Health, 1966, pp. 67-68). 
The Committee reviewed available studies on abortion and on the basis of a study 
conducted in Gandhisram, Tamilnadu, noted, “Some guesses can be made on the 
magnitude of the problem. If it is assumed that for every 73 live births 25 abortions 
take place annually, and of these 15 are induced, then in a population of 1000, there 
may be approximately 13.5 abortions (corresponding to the prevailing birth rate of 39), 
and of these, 8 will be induced. For the population of 500 million the number of 
abortions per year will be 6.5 million-2.6 million natural and 3.9 induced” (Ministry of 
Health, 1966, p. 18). The International Planned Parenthood Federation had estimated 
an annual figure of over 5 million illegal abortions in India. 


The Report added, “abortion accounted for 5 to 10 percent of the group deaths of which 
two-thirds to three-fourths were with sepsis.” The Committee therefore recommended 
that, “It is this shear, futile wastage of mother's health, strength and perhaps life, and 
of medical skill and resources- that has made some doctors and lay people demand that 
the question of illegal abortions be reviewed as a whole. Deep compassion at the 
suffering involved and exasperation at the wastage that occurs, have both played their 
part in such demand” (Ministry of Health, 1966, p. 39). The Committee specifically 
denied that any part of its intention was to press for the legislation of abortion for the 
sake of population control. It also accepted that there did not exist and would not exist 
in the foreseeable future either the doctors or the medical facilities to support an 
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emphasized , “it is felt, that 
c results is unpractical and 


extensive abortion programme. The Committee further 
f family planning through 


legalizing abortions with a view of obtaining demographi 
may even defeat the constructive and positive practice 0 
contraception” (Ministry of Health, 1966, p. 47). 

A passage in the Report of the Committee, despite the fact that the Committee was fully 
aware of the limitations of the Indian situation in providing therapeutic abortions, may 
be of interest to the readers: 


that words "family planning” connote the control 
of conception which does not include abortion which takes place after the 
be used as a means to control family 


conception. However, abortion also can 
size as is being done currently in several countries in which case, family 
planning or contraception and abortion, are in the parallel categories, both of 


which can lead to population control. (Ministry of Health, 1966, p. 29) 


It must be made quite clear- 


Committee included in the medical indications for 
the physical or mental health of the woman (before, at, 


or after birth) and added a fetal and a humanitarian (e.g., rape) indication. The law also 
required approval of only the operating doctor within the first 3 months of pregnancy 


(Ministry of Health, 1966, pp. 51-52). 


Opposition to the liberalization of the law from Catholic sources, although in the 
minority, was still well organized. Some, from Hindu, Muslim, or Jain sources and even 
from medical sources, was foreseen by the Central Family Planning Board. In 
constituting the Committee, therefore, it gave representation to many important medical 
and social groups in the country. In making its recommendation, the Committee 
considered the likely parliamentary reaction. Support for liberalization was expected 
because of the widespread acceptance of the family planning programme and because 
evidence suggested that fairly large numbers of women were taking recourse to 
ee. pe oie rural —- It must be added here that the Committee termed the 
erminatio iti 
that were averse to liberalization pete to reduee, the PPSeee! att oO) Simones 


The law recommended by the 
abortion possible grave injury to 


ane ae proponents of the law were two groups, one that saw the hazards 
obs eH restrictive laws and the other that believed in a woman’s right to 
or isttitiate it "The + pe vole the right to continue with a pregnancy to full term 
no strong ein tat shave the oie however, was not established and there were 
aii ooiaeits rights. vocated liberalization of abortion laws in the interest 


Dat i 
; oe cds sack rae with better medical facilities and healthier populations 
seteteaie: aie ca sols wan riggs! rate from legal abortions is lowest in a 
conditi i Ss, incompetent abortioni sanitary 
manny NaN Aaictmatice dn cick present in countries such as tiie, Save a the root of 
higher in a restrictive ts there hay ons. On the whole, deaths and ——— are 
ouidine 3 a permissive or : 
herapent geal Se the fact that early abortion, courpataily Barhieauatine vecuas 
aig a mae is less risky, sometimes even less dangerous tisbhey canveya an 
rokced sik ein ps ciemag of newer techniques in medical sci al has 
first pean’ decoutaity ts er, under the best of circumstances hein nok ore 
Rav ; y in a teenager, is li hd TES ption ora 
a i gm ne the conception. Risk is aise eset a0 re ere Brean 
eh anit y those done after short intervals. There ana due to repeat 
€ Jaws some couples tend to rely on early o aark ot dtpabric enw a 
: : comparatively 
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cheap abortions rather than undergo the trouble, expense, and inconvenience of 
contraception. 


Health in India is a State subject and therefore the State must make any decisions 
regarding implementation of health legislation. Of the 22 States and 9 Union 
territories, the MTP Act of 1971 came into force in April of 1972 in all but three States 
and the Union Territory of Lakshadeep. In Jammu-Kashmir and in Mizoram, the law 
was enforced beginning April 1, 1980. The State of Sikkim and Lakshadeep even today 
continue with old restrictive law. The Law was patterned after the British Abortion Act 
of 1967, with the important additions that the pregnancy alleged by a woman to be the 
result of a rape and, in the case of a married woman, a pregnancy resulting from 
contraceptive failure, may be presumed to constitute a grave injury to the mental health 
of the woman. Thus the Indian MTP Act of 1971 provided legalization of abortion for 
broad health reasons, for eugenic reasons, under juridical conditions such as rape or 
incest, and for social reasons such as mental or social injury to the mother. 


In summary the law was passed as a health measure that was expected to provide 
therapeutic abortions to the large numbers (estimated by the Shantilal Shah Committee 
to be about 3.9 million per year) of women who were taking recourse to illegal abortions. 
The current Indian abortion law is recognized as one of the most liberal ones. 


The main question that needs to be debated is whether the liberalization of the law has 
helped to reduce illegal abortions and to improve the health of Indian women. The role 
of the abortions in the context of the national policy of population control also needs to 
be discussed. 


INCIDENCE OF ABORTION 


According to available statistics, the number of institutions approved for providing 
abortion services has increased from 1,877 in 1976 to 6,291 in 1989. Similarly, the 
number of abortions registered have increased from a mere 25 in the year 1972 to 1973 
to 582,156 in 1988 to 1989. The data on abortions, available through government 
sources, covers the 18 years since the law was enacted. The number of abortions 
registered during this period was 6,388,064 (see table 1). This figure is far smaller than 
the estimate of 3.9 million per year, which brings the number to 70.2 million, and is 
nowhere near the number estimated by the International Planned Parenthood 


Federation. 


One estimate reports that in India 5 to 6 million abortions are conducted every year by 
practitioners who have no training and conduct the abortions in unhygienic conditions 
and by unscientific means (Goyal, 1978). It is therefore obvious that large numbers of 
abortions continue to be performed outside the law. In urban areas, a small number of 
these are performed by qualified medical practitioners who have not obtained 
registration under the law. However, a large number are performed by unqualified 
abortionists. Informed sources estimate that in rural areas there are three abortions 
performed for every abortion registered. In urban areas this ratio is estimated to be 4 or 


5 to i. 


A 6-year study of obstetric admissions in a hospital gave an incidence of 17% 
terminations (abortions). Of these, 59.3% were first trimester and 40.7% second 
trimester (Solapurkar and Sansam, 1985). Other studies also show that women take 
time to decide to go for abortions. This must be noted because efforts are being made 
to promote methods such as RU486, which can only be used for early abortions. 


In the Greater Bombay metropolitan area about 200,000 births are reported each year. 
Against this figure, the number of registered abortions is about 50,000 and an 
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000 abortions are performed outside the law. It is 
t delivery in Greater Bombay is 2.07, that is, 
on an average, just over 2 children, which 1s 
al family planning programme. So 
the lives of the Indian women. 


out 200,000 to 250, 
note that the average parity a 
Greater Bombay are having, 
than the goal of the nation 
rtant role in fertility regulation in 


estimated ab 
important to 
the women in 
not much higher 
abortions play an impo 
As the government reports show, abortions registered under the MTP Act are reported 


under the family welfare or the fertility regulation programme, thus negating the 


will not be a part of the population control programme. The 
cate the women about the hazards of 


ly proves that the Act was not passed with the 


It also should be noted that the report of the Health Ministry mentions that “by making 
MTP services available to women and combining the procedure with contraception the 
objective of spaced children and small family can be achieved” (Minis 
1990, p. 6). This indicates the change in the stand of the Ministry that was stated in 


the recommendations of the Committee. 


The Committee had recommended that the doctors should encourage women to accept 
contraception, preferably methods such as IUDs and sterilization, which are either long 
acting or permanent. The available data shows that, of the total women who went for 
abortions in 1978 and 1988 (the latest available data), 29.2% accepted sterilization, 
18.8% accepted IUDs, and 52% did not accept any contraception (Ministry of Health, 
1990, p. 211). The data also show that the incidence of abortion is higher among 
women who accepted the procedure earlier. Because the health hazards for repeat 
abortions are higher, it is obvious that the Act in practice does not operate as a health 
measure for women. 


A study of abortions in the cities of Patna, Bhubaneswar, and Baroda showed that 67% 
of the women who came for abortions had achieved their desired family size and did not 
ae an additional child. About 27% reported that their last child was too young and 
bed = ag i ag ie ee the next pregnancy (Khan, Patel Bella, & Chandrasekar 
; cates that abortions, and majority of them illegal ying 
important role in regulating the family si Y he dale = “ 
: ; y size of the couples. As discussed earli 
Sete eaciie: ibe inherent hazards and the incidence of illegal abortions caninke te 
i P = ralization of the law. The fact that abortions are available under the 
res eet encouraged larger number of women terminate their pregnancies. This 
atten bates oar ie sped do not want large families but do not have 
; e ot 3 ; 
ol arO Manthee nae ees is therefore necessary to look at the family 
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Table 1. Year by year medical termination of pregnancies performed since 
inception of the programme - all India 


Ds ee 
6,388,064 


Source: Ministry of Health and Family Welfare, Government of India, 1990, 
: Family Welfare Programme in India, Year Book 1988-1989, p. 208. 
*Figures provisional. 


1988-1989* 
Cumulative total since inception of the programme up to March, 8 


Year No. of Institutions approved for MTP work 
nee meter err Bie ke! tot Bos so 3 

April 1972 to 1,877 

he a — 
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FAMILY PLANNING SERVICES 


Family Planning Services in India are completely free and those taking advantage of 
facilities through the widespread government services actually get financial incentives. 
As of March 31, 1988, the latest time for which data are available, there were 2,168 
Primary Health Centres and 109,644 subcentres catering to the health needs of the 
rural populations, as well as providing free family planning services. The health needs 
of the urban populations are the responsibility of the Municipal Corporations. 


Regarding the quality of family planning services available through the clinics Khan, 
Patel Bella, & Chandasekar (1990b) say that, “the study revealed that the quality of 
counseling at the public clinics is very poor. Most of the respondents are neither 
informed about other (other than sterilisation and IUD) family planning methods nor 
told about the possible temporary side effects.” The data on women who accept 
contraceptives show that among those sterilized over 85% are women. Also, among the 
users of other contraceptive methods, women bear the major burden as these methods 
are: oral pills, diaphragms, and foam tablets. The only male method (besides 
vasectomy) is the condom and it is less frequently used although actual data on the use 
of freely distributed condoms is not known. Khan et al., (1990) further note, “ 
Cleanliness of the operation theatre and proper sterilization of instruments require 
special attention to ensure asceptic conditions as 16 out of the 367 sterilization 
acceptors developed infections at the site of the operation and complained about it at 


the interview.” 
ABORTION MORTALITY RATES 


Overlooking the fact that liberalization of the law must have helped many women who: 
would not have otherwise gone for abortions to overcome their fears and general 
opposition to termination of pregnancy, these abortions often take place under unsafe 
conditions. This is evident from the fact that abortion is certified as a cause of death for 
a surprisingly large number of women. Data of the Ministry (Ministry of Health, 1990, 
p. 212) consistently show that even for the registered abortions the maternal mortality 
is 0.1 per 1000 - a figure much higher than is reported by other countnes with liberal 
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are around 20 per 
bortion laws. Maternal mortality, or death due to pregnancy, 
100,000 births even in many of the developing countries. Available data pei eyo 
indicates that the figure may be around 500 per 100,000 births. Of these ire’ y 
due to abortions (induced as well as spontaneous). a Silat pate he bei 
is indi health of Indian women. ere are n 
rate is indicated of the poor he Te ee ate KNOW 


ffer due to abortions. 
: . . following pregnancies. How many 


d by the after affects of abortions is not known. — It is 
important to note that in a city like Greater Bombay a survey of 
hospitals, chosen to represent those in the city and representin different types of 
sponsorships, showed that the single largest majority, 20% to 36% of the total 23,244 
O.P.D cases examined, was of women with obstetric and gynecological disorders. And 
this is despite the fact that there is evidence to show that women are less likely to go for 
medical attention than men. The low ratio of women to men in urban populations is 
reversed among hospital cases for the age group 15 to 44 years because too many 
women in these age groups have health problems and 50% to 80% of these problems 


are obstetrical and gynecological (Runbeck, 1983). 
CONCLUSIONS 


maternal deaths are cause 


In discussing the issue of abortion in India, a few recent development need to be taken 
in to account. There are international pressures on the government to control the 
population. These pressures will increase as the population counts figures from the 
census become available. The decadal census count of March 1991 has now been made 
public. The figures indicate that the population growth rate has shown insignificant 
change from the last decade (2.11% per annum compared to 2.22 of the last decade). 
There is already to serious debate on the unsatisfactory performance of the family 
planning programme. This, as experience shows is sure to result in a more vigorous 
family planning programme. Efforts to promote methods of contraception have not 
show very encouraging results. In such a situation the availability of a method such as 
RU-486 for inducing abortions is likely to be encouraged. The Population Council has 
already introduced RU-486 on an experimental basis in some of the clinics. These 
clinics, which operate under highly controlled conditions, have already started giving 
favourable responses (Coyaji, 1990) and are encouraging the use of RU-486. In 
addition to the population control promoters, the pro-abortion movement in developed 
rn dice ge al eee in access to RU-486. It was not surprising that the 
om the researchers in India is welcomed 
pet ae gant is a vast difference in the situations of these two ime Od friereeeeear or 
Fags a tw ree ae ee in which the average woman’s hemoglobin 
psychological reservations aoa seas 05 ty pa abortion is still hindered by 
can be disastrous to the health of women. Y coh Ys ree sere ee al eee 


ag oe een abortion situation shows that introduction of a liberal law in a 

health education a ave little say in most matters and where there is no stron 

a nae Wiere 0c can only defeat the purpose of defending women’s right : 
ere a national programme encouraging smaller families is in full 


force, one can only e t a risi i 
sealer y expect a rising number of abortions resulting in hazards to women’s 
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Population 


plan push for 


abortion | 


23 \2 |2c00 | 
FROM DIPTOSH MAJUMDAR ms-based. The government says 


New Delhi, Feb. 22: The Centre 
has proposed “expansion of the 
availability of safe abortion care”, 
steering the population policy 
intoasensitivesphere. ~ 

' The initiative on abortion —a 
contentious issue in the West and 
prohibited in Catholi¢and Islamic 
nations — runs the risk of fuelling 
a controversy, but the health min- 
istry feels it is imperative to keep 
the population control program- 
meontrack. - : 

The proposal, made in the ac- 
tion plan appended to the Nation- 
al Population Policy, points out 
that “abortion is legal, but there 
are barriers limiting women’s ac- 
cess to safe abortion services”. 

The government wants to re- 


move these barriers through a se- ° 


ries of steps, one of which could be 
a potential flashpoint. 

_ The Centre is keen to simplify 
the procedure to register abortion 
clinics. But health officials were 
quick to add that the stress was on 
safe abortion and norms would be 
enforced to prevent the mush- 
rooming of seedy clinics, 

The government will also facil- 
itate the establishment of more 
abortion training centres in the 
public, private and NGO sectors. 

A separate set.of regulations 
on abortion will be drafted and no- 
tified. Enforcement mechanisms 
at district and sub-district levels 
will be strengthened to ensure 
that these narms are followed. 

Though registration procedur- 
es will be streamlined, licences to 
abortion centres will be made nor: 
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that this way, it can pass on “the 
onus of meticulous observance of 
standards onto the provider”. 

The long-term goal is to offer 
“services for termination of preg- 
nancy at primary health centres 
and community health centres”. 

The expanded abortion progr- 
amme lists four areas of priority: 
“Make safe and legal abortion mo- 
re attractive to women and house- 
hold decision makers by increas- 
ing geographic spread; enhancing 
affordability; ensuring confiden- 
tiality; and providing compassio- 
nate abortion care.” 

It involves education campaig- 
ns targeting women, household 


* decision makers and adolescents. 
‘’ They would be made aware of safe 


abortion services and the hazards 
in unsafe methods. Such campai- 
ens could run into opposition fr- 
om the groups which had questio- 
ned the propriety of distributing 
AIDS pamphlets to teenagers. 

New technology is also being 
incorporated. The government 
feels that updated and simple tech- 
nologies are safe. For instance, 
manual vacuum extraction, whi- 
ch is not necessarily dependent on 
anaesthesia, is a safe method. 

The health ministry proposes 
to Promote collaboration among 
private sector health profession. 
als, non-government . organisa- 
tions and the public sector to 
Spread safe abortion services, 

The health ministry is also ex. 
Ploring the possibility of modify- 
ing the syllabi of medical students 


to train them in new abortion pro: 
cedures. 
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SITUATION ANALYSIS OF MEDICAL TERMINATION 
OF PREGNANCY IN GUJARAT, MAHARASHTRA, 
TAMIL NADU AND UTTAR PRADESH 


Paper prepared on the occasion of MTP Workshop Organised by 
The Ford Foundation on 20 May 1997 


Centre for Operations Research and Training, Baroda 


The International Conference on Population and Development (ICDP) held in Cairo in 
September 1994 formalized an international consensus that improving reproductive 
health, including family planning, is essential to human welfare and development. 
India is also a signatory to this. Among the various components of reproductive health, 
abortion though crucial, has remained neglected so far. Induced abortion has been 
practiced in all cultures to varying degrees, by women facing unwanted pregnancy since 
ages. An estimated 20 million unsafe abortions take place each year, all over the world, 
accounting for between 50,000 and 100,000 deaths annually. 


India is among the 13 countries where Medical Termination of Pregnancy (MTP) is 
possible on broad social and socio-medical grounds. MTP has been legalized through 
the MTP act in 1972. It is surprising that even after more than two decades of 
legalization of MTP, its availability in rural areas is limited to the registered community 
health centres (CHC)/Rural hospitals (RH) and Primary Health Centres (PHC). To 
strengthen MTP facilities, perhaps the starting point is to develop a good database, 
which could provide information on availability of the facilities, its adequacy and 
utilization. In case the utilization is not optimum, it is necessary to understand the 
reasons why the utilization is low and how the utilization of the facilities available could 
be improved so as to reduce the number of illegal abortion. 


What do the available service statistics show? 


Trend of Reported MTPs and Registered Institutes 
Over the Years (india) 


(Service Gisileiics) 


Trousands 


— Ne. of MIPs + Regd. instites 


The available service statistics show that the number of reported MTP cases have been 
increasing over the years. In the last one decade the number of reported MTPs in India 
increased from 433,527 in 1981-82 to 632,526 in 1991-92 which shows an increase of 


46 per cent. During the same period the number of registered MTP institutes (both 
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government po , 
1 in 81-82 to 89 in 


increase by 82 percent, alm parma o 

ber of MTP per institute thus redu 

Le Dy ee F the published service statistics do not include information on all 
ses done at private clinics, which it 1s le the 

fen saege year. it is widely believed that the private clinics and nursing homes 

conduct a large number of MTP cases, but they 

government either because their clinics are not recogn 


paper work as well as income tax and other possible pro 
are usually located in urban areas. The above data raise more 


some of these are: 

e To what extent MTP facilities are available in rural and semi-urban areas? 

To what extent are there MTP facilities actually providing MTP services? If the 

clinics are currently not providing the services, why? 

To what extent are these clinics properly equipped, with trained personnel and 

support facilities to provide the services effectively? 

Centre for Operations Research and Training, a multi-disciplinary social science 
tempt to look at these issues in the States of 


organisation based at Baroda made an at 
Gujarat and Maharashtra with the support of the Ford Foundation. These two states 


were chosen as they are relatively more progressive states compared to others and 
hence it would be interesting to note what was the status of health infrastructure with 
respect to MTP services in these states. Subsequently, Population Action International 
supported CORT for a similar study in two more states. For this Tamil Nadu from the 
South and Uttar Pradesh from the North were selected. These two states were selected 
to understand the regional variation in the situation of MTP facilities. Based on the 
initial experience with the field work in Gujarat/Maharashtra, some issues which were 
equally important for delivery of MTP services were identified and incorporated in the 
second round of study (that is, in Tamil Nadu and Uttar Pradesh). 


ized legally on want to avoid 
blems. Many of these clinics 
questions than answers, 


This paper makes an attempt to present the salient findin ; 

’ gs from the study in the four 
states, namely Gujara : : 
Sai dice y Gujarat, Maharashtra, Tamil Nadu and Uttar Pradesh on the issues 


Study Coverage 
In all 61 districts were covered in the four states. In Gujarat and Maharashtra about 


97-58 percent of the total districts w 
ere ile i , 
the coverage was reduced to 35-40 arent e eo ee 


As th i i 
neal aged dehy te registered PHCs in the selected study districts were to be 
covered. In each of the study deen tao ti rau Sramucoere Mioiah ete 
private practitioners also had to be con 
tacted. 


In the selected states the leve] of health 
providing MTP services varied. While in G 


oaCs/tecs De ts and Tamil Nadu/Uttar Pradesh 
hospitals were oiidied Smads RHs and 49 sub-district hospital 
clinics were also visited vices States. Along with the silernune ae aia aaa 
ormed 22 percent of the nt institutes, private 
€ total clinics studied 
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Trend of Reported MTP Cases and Registered MTP Clinics 


An analysis of the available service statistics in t 

reported MTP cases is on the increase in 3 Sane gee dg ha tr ee ~d 
Tamil Nadu and Gujarat it is either stagnant or is decreasing, inspite of the fact aeanitie 
number of registered MTP institutes have been increasing at the all India level The 
number of reported MTP per year varied widely. It ranges from 133,000 ( 1992-93) . 
Maharashtra to 16,000 in Gujarat (1991-92). From the available data it also appeared 
that there was a wide disparity among the states in the utilization of the registered 
clinics. It varied from 218 cases per institute per annum in Uttar Pradesh to 18 cases 
in Gujarat. In Maharashtra and Tamil Nadu this was 74. 


The observation on the trend of the increase in MTP cases from the servi istics i 
also supported by the sample 533 doctors who were interviewed in the bo “meer 
Doctors from all the four study states believe that the trend of MTP is on the increase 
this was reported by 88 and 67 percent of the doctors in Uttar Pradesh and 
Maharashtra respectively. While in Tamil Nadu only 50 percent of the doctors believed 
in this increasing trend. Majority of the remaining doctors believed that the number of 
MTP cases remained stagnant or decreasing over the years. 


Further, the status on number of illegal abortions by untrained persons is not known, 
but according to a study it is estimated to be 0.3 million (R.Chhabra and Nuna — 1994). 
The high prevalence of illegal abortions is reflected by the fact that 88 percent of the 
doctors in Uttar Pradesh, 65 percent in Maharashtra and 50 percent of the PHC doctors 
in Gujarat reported receiving post abortion complication cases in their clinics. Various 
types of post abortion complications were reported, which included incomplete abortion, 
infection, use of indigenous method, etc. 


Other providers like owners of chemist stores were also interviewed on these issue. 
They too gave similar opinion, that is, number of clients seeking MTP services is on the 
rise. A owner of a new medical store which started just six months before opined. 


“We easily receive around 10-15 MTP cases month. I will say the number 
is on the increase” 


Another chemist gave similar answer: 


“There are several MTP clients visiting my shop. 20-25 come with doctor's 
prescriptions and more or less similar number come without prescription 


each month” 
Another popular chemist working for more than five years reported: 


“Both males and females come to me to get medicines for MTP. I do not 
have any record..... I can say it will be 100-125 in a month and also I can 
say that in all Medical Shops situated in this area, the number of MTP 
seekers will be 25-30 per month” 


What are the Total Number of MTP Facilities 


aried from 476 in Uttar Pradesh, 623 in 


The total number of approved MTP centres v These facilities included 


Tamil Nadu, 876 in Gujarat to 1808 in Maharashtra (Table 1). 
both the government and non-Government organisations. A aT aay by one 
figures with national statistics showed that though Gujarat gateigt tenting A ns ~~ ~~ 
of the country’s population, 9.6 percent of the total approved MTP centres frre 
in the state. In other words there were 21.3 MTP centres for a million popu 
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of facilities were relatively better, ine it 
of the total population, the apni of apr ae ee ‘ 
ttar e 

22.7 percent) Tamil Nadu and Prad 
per hord oa range ist the most populous state in the country, with 16.6 percent 
of the total population residing there had only 6 
There were only 11.2 and 3.4 ppl slitale - a 
Uttar Pradesh respectively. This shows a 
in states of Uttar Pradesh and Tamil Nadu, as compared to 
avail MTP services from the registered clinics. 


Table 1 : Distribution of Approved MTP Centres 


Gujarat. In Mahara 
had only 9.4 percent 


% of total India’s % of registered MTP No. of MTP centres per 
%o of a . : ili po 1 t : 


No of approved . 
MTP centres Population 


ee a a a a eS TSR: 
o23 eS ee 


How far CHCs/PHCs Registered for Providing MTP are Actually Functional 


In the present study, the registered centres were selected for data collection. Each of 
them were visited and detailed information was collected on MTP services. As is 
observed from Table 2, all the clinics registered and supposed to provide MTP services 
are not providing the service. In Gujarat, Maharashtra and Uttar Pradesh only 32 
percent, 27 per cent and 27 percent of the PHC/ block PHC are currently providing MTP 
service while in Tamil Nadu 68 percent of block PHCs were currently providing the 
services. It should be remembered that these are the rural based clinics and within 
accessible range of the masses. However, the next upper level of health unit, that is, 
CHC/RH/sub-district hospitals that are usually located in small towns with less than a 
100,000 population rare relatively better equipped for providing MTP service. Currently 
78 percent, 90 percent and 95 percent of the CHC/sub-district hospital in Gujarat 
cc. ae oe ae respectively are providing the services. In Uttar Pradesh 
ore ana -thi ; ; ; 
suaitine fo oe ids ou i ae Sas and two-thirds of the sub-district hospitals were 


It is important to point out here that in Tamil N 
im adu, out of the 68 percent of the clini 
ineewe! ged the ba ne 32 percent are providing it only during the Cainiat and in sa6 
aren’ spitals it 1s reported in 5 percent of the clinics. In Tamil Nadu, the 
nues insist on sterilization after MTP in almost all the cases barring a few in case 


of unmarried girls. That is ; 
Siiiiadtion: conics why generally, a large proportion of MTPs are conducted in 


It is also i 
cor aie plating se that a number of clinics in all the states though approved for 
s have so far never provided MTP services. The main reason for 
pies = all the four States is lack of trained manpower to 
y lack of equipments required to conduct MTP. In some 


, the statistics on the availabili 

ability of MTP faciliti 
: es at 
percent of total PHC (as against At vapiee ame The analysis shows that only 7 
percent of PHC (against 12 berhand fo cent from services statistics) in Gujarat, 4 
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happens in the reality. MTP services are not available in the centres that are supposed 


to provide it. 


Table 2 : Availability of MTP Services in the Clinics Covered 


Lack of the trained doctor 


Lack of equipment 

Lack of both 
Equipments not working 
Lack of water supply 

No beds 

No OT facility 

Others 


From all the institutions, 533 medical officers were interviewed. As seen from table 3, 
all the doctors were not conducting MTP. The percentage was less at the PHC level 
(Gujarat and Maharashtra) as compared to block PHC (Tamil Nadu and Uttar Pradesh). 
Relatively more proportion of doctors were conducting MTP in the next upper level of 
health unit (CHC/RH). It may be further noted that all the doctors conducting MTP 
were not formally trained and neither were they obstetrician/gynecologist by 
specialization. Untrained doctors conducting MTP ranged from 6 percent in 
Maharashtra to 14 percent in Gujarat. This shows that there are a group of doctors 
who conduct MTP, as the clients demand this service from them. At their own risk they 
were providing the services and taking chance with their clients. 


Another group of doctors who need to be looked at were those who were either formally 
trained or were obstetrician/gynecologist and yet they were not conducting MTP. This 
percentage again varied from 5 percent in Uttar Pradesh to 17 percent in Gujarat in all 
the government clinics. This percentage was slightly higher at the PHC/block PHC 
level. Which shows that efforts spent in training of this section of doctors is not being 
utilized fully. It is possible that the clinics where these doctors have been posted do not 
have the necessary equipment. Or it is also possible that though the doctors are 
formally trained but they do not feel confident in providing the services.. Among the 
PHC/block PHC the percentage of doctors not conducting MTP and also not trained was 
less in block PHC as compared to the doctors of PHC. 
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(Percentage) 


Vaharashtra adu 


7 C 
PHC? | AGS acy AGS Bah 
BI PHC Saas BI PHC Fl Be fevivh a 

24 50 41 33 
2 22 40 
6 6 6 
7 
7 


providing MTP and 


Table 3 : Medical officers 


0 


Formally trained oe 
Ob/Gyn 
Untrained 

% trained but not 
conducting MTP 
Formally trained 
Ob/Gyn 


% not conducting MTP 
and not trained 


AGS = All Government Sectors 


41 
% conducting MTP En 37 = 
4 ~ 
14 9 


Doctors who had received formal training in MTP ranged from 31 percent in Uttar 


53 percent in Tamil Nadu. Doctors were probed on the number of MTP 
ae seceiiad fs et and performed during the training period. As seen from Table 
4, it was evident that almost all the doctors had an opportunity to see MTP being 
performed. The average number of MTP cases seen was also more than 25 cases (which 
is the norm). Three-fourths of the doctors got a chance to actually perform MTP, 
however, the number of MTPs that they could perform individually was around 9 cases 
in Tamil Nadu, 12 cases each in Gujarat and Maharashtra and 19 cases in Uttar 


Pradesh. 


It is also important to note that a minimum of 25 MTP cases are necessary to be 

performed by a doctor during training, in actual practice, this was not followed. This is 

one of the reasons why few of the trained doctors did not conduct MTP, as they were not 

confident that they will be in a position to perform MTP efficiently. It may be pointed 

vi that the training period was usually of 30 days but in Tamil Nadu it was for 15 
ays. 


Table 4: Formal Training of Medical Officers (PHC/Block PHC) 
o Vv orm ini 
‘one ata ee Ug eeeaniel dete 
Yobserved MTP 80 100 
Meanne.ofMTPobeeved | 316 | 244 | geo] ge 
% performed MTP 86 77 
Case load of Medical Officers: An attempt was made to understand the caseload of the 


doctors who were conductin i indi indi 
volume of MTPs taking ey MTP (Table 5) as this would also indirectly indicate the 


is known that he does not 
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Table 5: Mean Number of MTP Cases Performed by Medical Officer Conducting 
MTP per month 


eee ere | Percentage! 


PHC/Block PHC 


Sub-dist.hosp/ Others 
Clinic 
Outside 


Methods Used for MTP: An analysis of the methods used for MTP showed that 
Dilatation and Curettage (D & C) method was the most commonly used method both at 
the PHC and block PHC level, followed by electric vacuum aspiration, extra ovular and 
intra-amniotic method, basically are the second trimester method which was to be 
provided mainly in CHCs/sub-district hospitals. However, as seen from the data, few of 
the doctors were using these methods even in the PHC. 


Table 6 : Type of MTP Methods Provided 


(Percentage) 
[CCS Gujarat [ Maharashtra_[ Tamil Nadu 
anion |. -. ic 16 snl 6 | © =n 
fo 7 a a es | es ee ee ee eet 
i fe abe 41. .c| 66 =| eed 
ere er wea CO i Giwote batcis ef sede coeeee eee 
Tn WONDNE Strick! v0! | entswl@iadin kat n.d) sca) po ed 


Availability of Essential Equipments : An attempt was also made to understand from 
the study clinics whether they had the minimum essential equipments for conducting 
MTP, with the help of a check list. The status of these equipments at the lowest 
registered health unit (PHC/block PHC) is given here (Table 7). A general inadequacy of 
the equipments is evident from the table. Relatively the availability of dialators, canulas 
and electric suction machine was better in block PHC as compared to PHC level. An 
analysis of this data by controlling MTP services showed that the clinics providing MTP 
service did not necessarily have all the sets of dialators/canulas or other equipment but 
yet they are providing the services. Similarly, in some of the clinics not providing MTP 
facility had the required equipments but yet they were not providing the services. 
Equipments if left unused for a long time in these clinics would also be a waste. These 
clinics were possibly providing the service in the past, but not currently. 


Table 7: Availability of Essential Equipments at Clinics Registered for MTP 
(Percentage) 


Tamil Nadu Uttar Pradesh 


dialators (5 sets) 
canulas (9 sets) 
Suction machine 
Electric 

Manual 


Speculum 

Volsellum 

Curettage spoon 

Wall retractor 

Blood transfusion facility 
Oxygen cyclinder 
Anaesthesia facility 


+ Data refer to 4 sets of dialators and 7 sets of canulas 
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-1o the availability of MTP 
ilities : Apart from tech n availability of other 


f Other Support Fac information 0 


Availability © t was also made to collect 1 


equipments, an attemp 
support facilities. 


Table 8: Availability of Support Facilities at Clinics 


Physical facility 
Toilet facility with adequate 


water supply 


Maintaining privacy 
Auditory 
Visual 


OT with 

Clean room 
Operation table with 
clean rubber sheet 


Washbasin 
Adequate source of light 


Medicine 

Antibiotics 

Analgesics 

Sedatives 

Anti hemorrhage drugs 


A comparison across the states showed that to some extent the situation in 
Maharashtra was better than the other states. For instance, auditory and visual 
privacy was maintained in 68 and 60 percent of the PHCs respectively. In contrast the 
condition of the block PHCs in Tamil Nadu and Uttar Pradesh were poor (11 and 13 
percent in Tamil Nadu and 42 and 40 percent in Uttar Pradesh). As abortion is a 
sensitive issue, lack of privacy could be a hinderance in the utilization of the clinics 


service. 


The study also showed that availability of essential drugs including anti-biotics, 

analgesics was available in most of the clinics in all the states except in Gujarat where 

: —_ - oe a eg peat re ee drugs were available in only one-third of the 
ujarat an arashtra. i 

block PHCs had this facility, However, in Uttar Pradesh, three-fourths of the 


oe atl bh Bs ii | : Exit interviews of MTP acceptors were also 
rmation was sought fro 
on the quality of service they received in the clinic. t incase Ae cies oe oa 


Table 9 : Acceptors Perception on Quality of MTP Services and Cost Incurred 
(Percentage) 


Gujarat Uttar Pradesh 
86 
| 39 
Waiting time reasonable 
Efforts to protect modesty 79 36 52 
79 
Service satisfactory poe 89 100 04 
% accepted FP following MTP 29 79 oa 
Avg.cost incurred ME in name 
The analysis sh : 
ysis shows that t 
Pradesh do recei ve extent the cli 
ceiv , ; e clients 
© some information from the mice elie Maharashtra and Uttar 
: to 86 percent of the clients 


of acceptors were inf. | Gujarat] 
Procedure is safe eee 
Could be dangerous 60 
% reported 40 
40 
Efforts to make comfortable 60 
20 
Govt for MTP (in Rs.) 
Private 173 
495 
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were informed that the procedure is safe. In about 4 7 

and Maharashtra the clients were also informed deena want da — 
Counseling appears to be at the lowest in Tamil Nadu. Clients of Tamil Nad and Uttar 
Pradesh were more (79 and 94 percent) satisfied with the services their aaa tp 
Gujarat and Maharashtra (20 and 20 percent). A little more than half of the eli s in 
accepted family planning following MTP. In Tamil Nadu, this was 93 percent. H —_ 
it should be noted that as mentioned earlier in Tamil Nadu, services * ae . However, 
—T where MTP is immediately followed by steriliza tion, Clients SS moe near oS 
from these clinics only because they agree to undergo sterilization following MTP ea 


It is interesting to note that the cost of the MTP services ran 

cost ¢ ges uniformly betw 
Rs.447/- to Rs.500/- in private clinics in all the four states. In Tamil aie cin Utter 
Pradesh however, the clients have to pay almost the same amount even in government 
clinics, where in reality the services are supposed to be available free. 


Cost for Receiving MTP Services: An attempt was also made to estimate 
vi total cost 
required for availing MTP services by the week of gestation from the providers. i 


Table 10: Average Cost of MTP Reported by Providers by Weeks of Gestation 


oe oe a NE 
Gestation period at the time of MTP 
Upto 12 weeks 

12-20 weeks 

20 weeks 


Tamil Nadu 


Tamil Nadu in contrast to Maharashtra where the rates are lower. However, for MTP 
above 20 weeks, the cost is invariably more than Rs.900/- 


MTP Training Facilities: To increase access to safe and hygienic abortion, it is 
essential to increase trained manpower, which can provide the services efficiently. 
Existing MTP facilities in the state is an important component for the type of services 
delivered. 


Table 11: MTP Training Facilities 


No. of MTP training centres 
Teaching 

Non-teaching 

Average No. of doctors trained 


per annum per institute 

Most common method taught 
Suction evacuation 

Dilation and curettage 

Intra amniotic saline 

Extra ovular 


In 9 centres apparatus was out of order 

In Gujarat, Tamil Nadu and Uttar Pradesh, there are 8,12 and 17 MTP training centres. 
While some of them are attached to teaching institutes others and attached to non- 
teaching institute. The duration of course is one month. During this period, apart _ 
the theoretical course, performing 25 MTP cases independently fn Passe 
requirement as set out in the Government of India guidelines. In Tamil Nadu the pe 
has been reduced to 15 days. 
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‘ning insti the Central Government is on the 

to these training institutes by ere cea 

ate adic saiiy fies centre trains 20 doctors in a aes Date Ta Aes eget Arte 
; ; i target, only aro train 

tha a aed aot foe ery ear First trimester method are mostly 

7 uation and dilation and curettage. 


year per institute in ~ibeesy es suction evac 
taught in these institutes which Ac aes «. Uttar Pradesh, suction evacuation 


be pointed out that in 9o 
sora sas out of order and hence doctors were not trained for this. 
i ion it is evi ‘ning facilities are not able to train 
bove discussion It 1s evident that the training ' 
oe paca manpower and with the type of training available all the doctors inspite of 


being trained are not confident of providing the service. 


Lessons Learnt: From the above discussion, it is evident that MTP services had 


remained a neglected area. 


Demand for the services is increasing, community makes an attempt to avail this 
from which ever source it is aware of, even if one has to pay more for it. 
The proportion of registered clinics to provide MTP services is small and even among 


these all are not providing the services. 

A mechanism has to be developed to ensure that doctors are getting proper and 

adequate training. Counselling should be made an important of training. 

To optimize the utilization of clinics and trained doctors, posting of doctors should 

be screened carefully 

= The gap between the decision makes and implementors needs to be bridged. 

» To sum up an intensive advocacy is required at all levels to strengthen MTP services 
and march towards the reproductive health goals. 
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‘Community based qualitative studies to und / 

abortion needs, their decision-making sPmmsgear ye nce 
for quality of care and choice of provider show that in addition 
to the inherent complexity of the decision, a lack of consensus 
and support from family members, which is normally the case 
forces women to operate on their own, often trading quality for 
confidentiality’ - The author opines. 


Reproduced from Seminar 489 — May 2000. 
Sunita Bandewar 


WOMEN in India are fortunate in having access to legal abortion services, made 
possible through the Medical Termination of Pregnancy (MTP) Act, 1971. The act 
passed by the Indian Parliament is considered revolutionary for it allows women to both 


avail abortion care due to failure of contraception and have access to abortion without 
the husband’s consent. 


The government and policy makers deserve kudos for decriminalizing the act of abortion 
(criminalised by the Indian Penal Code 1860, a legacy of the British); this while women 
the world over are still striving to get abortion legalized. This battle continues in many 
countries irrespective of their development status, religious orientation, political 
ideology and despite being signatories to various international treaties and covenants, 
indicating that it involves complex dynamics. 


Unfortunately, the potential of the act has not been put to the best use either for 
women or the nation. Perhaps if we could identify the problems, it might help us locate 
the solutions. However, in doing so, it is essential that the magnitude of ill health that 
is attributable to unsafe abortion care services be fathomed and acknowledged. This 
article attempts to locate unsafe abortion as an issue of public health concern. This is 
done in the wider context of quality of abortion care that prevails today on the one 
hand, and the socio-cultural and demographic context of abortion on the other. 


The non-availability of quality data on abortion continues to be troubling. The 
perspective, therefore, has to evolve by placing our micro-level empirical research 
findings into the larger context of state and national level statistics on abortion and 
related issues from other sources. Towards the end, it is argued that the need of the 
hour is to shift focus from unsafe abortion as an issue of public health concern to 
access to safe and legal abortion as women’s rights issue. 


ation’s abortion policies are the nation’s 
For instance, experience the world over 
afeguard their interests by denying women 


access to abortion, anti-natalist governments project and implement liberal abortion 
policies to achieve the state's goal of population control. In either case, mre oer 
viewed merely as reproductive machines. The cause of womens heros i peiodiaa 
undergoing unsafe abortion, therefore, is deep rooted in this grossly pce ai 
philosophy behind allowing or denying access to abortion as a means e rooret aad 
interests of society at large. The mathematical equation that is eae e sedath tit 

philosophy thus only messes up the situation, not only for women but for na 
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measures and the motivation behind it? 
e MTP Act reads well and is 
annot stop frowning upon medicalisation and the 
hand, and raising ones i tag aah the 
‘t leaves to interpret liberally or restrictively according to the ger 
Liye: ep Be demands on the other (Jesani 1993). Currently the OEE ES 
anti-natalist policy and strong conviction about the need to bring down per ieren 
growth rates, coupled with the interests of the medical fraternity, allows a 
interpretation of the act. Despite that, women's access to quality abortion care has yet 
to become a reality more than a quarter century after the MTP Act was implemented. 
This is what makes the story of abortion in India an ill-fated one. 


What is the Indian scenario as regards abortion mortality and morbidity? The 
estimates about the rate of abortion, proportionate induced abortions, mortality and 
morbidity attributable to abortion are startling. According to a conservative 
assumption, for every 73 live births there are 25 abortions of which three-fifths are 
induced. Based on these assumptions, an average estimate for the current decades is 
five million legal and illegal induced abortion per annum in India (Bandewar 1999). 
The Indian Survey of Death reports that nearly 18% of maternal deaths result from 
abortion (GOI 91-95). Data from various other sources suggest that maternal mortality 
resulting from unsafe abortion ranges from 4.5 to 16.9% (Bhatia 1988; RGI 1988; 
Reddy 1992). An estimated ratio of illegal to legal abortions ranges between 3 to 1 and 8 


to 1 (Bandewar 1999, Karkal 1991). 


s regards legislative 


does India stand a 
a ed dia on the count of passing of th 


The story of abortion in In 


encouraging. However, one Cc 
restrictive nature of the act on the one 


Why is the situation so grave despite a provision for legal abortion? Unsafe abortion as 
a public health issue is not a difficult riddle to fathom though it may defy easy solution. 
The foremost factor that has a direct bearing on the outcome of an abortion procedure 
is the quality of abortion care that a woman receives. The concept of quality of health 
care has come of age today. Over the decades and centuries of knowledge and 
experiences in medical care, and with new waves of interdisciplinary approaches to 
understanding the issue at hand, the concept has become an all inclusive and 
multifaceted one. 


It refers to the availability of accessibility to and approachability to abortion care 
facilities, availability of minimum physical standards and qualified and adequate 
human Power to offer such care: nature and texture of the interpersonal 
communication between the staff at the health care facilities and women, the content of 
communication and counseling, the quality of outcome of the procedure, women's 
Satisfaction about the services that they receive and the biomedical indicators, the 
status as regards post-operative complications and so on. Zor 


Thus this comprehensive concept of quality of care takes note of both the quantitati 
S CO tative 
pr geroriees aspects of health care. The empirical research on the quality of abortion 
pron eam e in the 1990s reveals a pathetic and gruesome state of affairs and 
re om. = to great extent the riddle of alarming statistics about abortion mortality 
pai i ty. Macro-level data on many of the aspects mentioned above is not 
able and thus small-scale empirical search assumes significance. 


se page facilities required to be registered under the MTP Act? For the reader 
ana r out the poor quality of abortion care that women receive, we present 
pe hire gay far pe indicators of quality of care from our empirical research. We 
ng research in nine tehsils of Pune and Ratnagiri districts of Maharashtra The 

sls included in the study had 159 health care facilities which offered abortion 


care services. In case of i ili 
the MTP Act, abortion care services, the facility needs to be registered under 
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Our data show that on average, for every single MT is ; i 

(ACFs) there were around three Veolsian) Mae Ores eabetion nn ae 
1:5 National level statistics on MTP centers suggest wide variation nied ~~ raves 
However, in general MTP facilities remain inadequate. In India. in the mid 90 eee 
were 9271 centers, while the number of MTPs reported was 609915 (Famil W Mfare 
Programme in India, YearBook, 1993-94). ee 


Are abortion care facilities accessible, approachable and adequa 

that the distribution of ACFs was grossly skewed, spatially co es te oe 
of 159 ACFs from nine tehsils were situated in 44 villages /townships concentrated 
mostly in townships and in villages with a population of 5000 and more. These ACFs 
supported the population from 1447 villages of the nine tehsils of which about 69% 
were connected by some state transport facility. Tough terrain and lack of transport 
facilities not only caused inconvenience but also added to the cost women bear in terms 
of time and money. 


According to our study the number of women between 15-49 years of age who may need 
abortion care facilities varied between 172 to 1007 per urban based ACF and 3124 to 
21553 per rural based ACF. The number of abortions per facility ranged between 54 to 
480. For India, for the year 1994, there were 62.7 MTPs per MTP facility. 


How do public health care facilities help in abortion care? Availability of abortion care 
services at public centers clearly means free of charge services. In our study, of the 
total public health care facilities eligible for abortion care services; the proportionate 
share ranged between 9 to 56% in selected tehsils. Overall, of the total eligible public 
facilities about one fourth provided abortion care services. The percentage at the 
national level is as low as 8%. According to unpublished data for the state of 
Maharashtra, 1992-93, about 70.3% of the approved centers were in the private sector 
(Jesani and Iyer 1995). Our data show that of the total, only about 8% of the qualified 
abortion providers were based in public health care facilities. 


Are the abortion care service providers qualified as defined in the act? The proportion 
of non-allopathic to allopathic abortion service providers varied between 1:1 to 1:4. Ofa 
total of 207 abortion service providers, about 56% were not qualified under the MTP 
Act. Of the total, more than one-fourth were non- allopaths. Such a massive 
indulgence of the medical fraternity into illegal abortion care service provision, even in 
instituion based abortion care delivery, naturally exposes women to unsafe abortions. 
Many studies have recorded the involvement of other services providers — ranging from 
local abortionists and magicians, trained and untrained dais, ANMs and ayurvedic and 
homeopathic practitioners. 


Of the 2189 abortions studied, about 67% were by non-allopaths, assuming that those 
done at public health care facilities were by allopaths. This not only highlights poor 
implementation and monitoring of the act, but also raises the question as to why such 
rampant indulgence prevails. A mass exodus of specialized allopath medical providers 
towards developed and urban areas even at the risk of starvation, almost inhibiting 
non-allopaths from entering the market complemented by women’s lack of purchasing 
quality care, provides a partial answer. 

Are Abortion care services affordable? The cost of abortion care varied between Rs. ect 
to Rs. 3000. The cost of travel that women bear and some times for drugs to t 
purchased being over and above the medical costs at the institution. Interestingly, e 
addition to rational determinants of cost such as type of method uses, 4 woman 
marital and social - economic status and the extent of her vulnerability often determine 


the price of service she receives. 
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ther micro-level 
There is a lack of standardized pricing of healthcare 1n sia Baiscis' ee: 3168 (1984- 
studies have shown a similar range. An average per capita aie iat pas tiie 
85) for Maharashtra (NFHS 1992-93) 37% of the population bi 


ij 9) for M 
line (GOI 1997, Appendix 4, as quoted by Moo) ae options that women face. In 


f around Rs. 35 highlight the various haz ; ionist, or 
ie patton women either resort to unsafe intervention by a local abortio | 


place themselves in debt to seek institution based care. 
s-a-vis minimum physical standards and 


professional competence of the service providers? We studied a out oa alaae aa 
detailed indicators on the quality of abortion care. Only 16% ACFs me 


aos bortion care: 46% ACFs were supposed by 
minimum physical standards as regards a . the MTP Act. On further analysis to 


ualified abortion service providers stipulated uy’ 
Seaiend comprehensive quality of care as regards structural remo sr onsite 
physical standards (equipment, instruments, essential drugs) and qualified a : ete 
service provider and anesthetists - the number of ACFs, approximately equippe a 
supported by qualified professionals came down to a mere 13 (of 115). One is often 
cautious about making generalizations based on such micro-level empirical research. 
Nonetheless, it would not be erroneous to suggest that this represents the abysmally 
poor status of abortion care services in general, with some regional variations. 


How are abortion care facilities placed vi 


Where do the existing abortion care services stand as regards their soft facets, such as 
client-provider interpersonal communication and counseling? Our study indicates an 
unsatisfactory situation regarding the significance of counseling in our health care 
delivery system. Both the content and texture of these communications were not 
conducive for encouraging women’s participation in the process. They were inadequate 
and cryptic, and maintained the power hierarchy between knowledgeable medical 
professional and ignorant women. The formers moralistic positions about abortion led 
them to penalize women who were often beleaguered with a feeling of guilt about the 
crime they had committed. Rarely did the providers engage in conducting the minimum 
preoperative tests as blood group and count and post-operative checks, or checking for 
infections. Nor were they particular about communicating the do’s and don’ts of post 
operation, or informing patients about indications of postoperative complications. In 
the absence of post operative care facilities and women’s constraints in utilizing them, 
the chances of mortality and mobility only increase. It is, therefore, essential to change 
prevailing attitudes of both women and providers towards abortion. 


How are the providers supported through training and continuing education to update 
themselves with the advances in medical sciences? There are no serious efforts towards 
upgrading skills of abortion care providers keeping pace with advances in medical 
techniques (methods and equipment/ instruments) vis-a-vis abortion procedures, 
abortion care providers still prefer using the conventional methods foregoing the safety 
advantages of the former. More than 60% of the abortion care providers/ facilities still 
use dilation and curettage (D&C) for the first trimester abortion procedures instead of 
safer vacuum aspiration methods (Barge, et al. 1994; REAP/CEHAT, unpublished). In 
general, the prevailing MTP training facilities are inadequate and deficient. 


Where do we locate the problems of i ; : 
) persistent poor quality of abortion care? It could be 
located in poor implementation of the MTP Act and low compliance, absence of 
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How does the socio-cultural fabric of abortion affect women’s access to safe abo 
affect women's access to safe abortion care services? What are its im licati Sf : 
women's health? A health care delivery system is only side of the sto : won a 
utilization of health care services in general, and abortion care in atiicts nad ; 
result of the interfacing of a complex socio-cultural fabric and the health care saute . 
its mode of delivery, nature and profile. The social stigma attached to an act of iis Z 
woman's status in the family, her lack of negotiating power in the sexual neeiiiosiie 
with the husband only makes the situation worse. Also the state’s pressure to timit 
family size and space children, social pressure on the couple to prove fertili 
immediately after the marriage, the pressure to produce the right gender mix of sintidren 
and above all the pressure to compulsorily produce a male child to feel honoured and 
allow a continuation of the family lineage, pushes women to use abortion as a copin 
mechanism. set 


Community based qualitative studies to understand women’s abortion needs their 
decision-making process, their concern for quality of care and choice of provider show 
that in addition to the inherent complexity of the decision, a lack of consensus and 
support from family members, which is normally the case, forces women to operate on 
their own, often trading quality for confidentiality. Their overriding concern for 
maintaining confidentiality also constrict their choice of provider (Gupte, et al. 1999). It 
is thus not unusual that women resort to clandestine abortions, exposing themselves to 


risk. 


Women’s abortion needs are not contingent upon their class, caste or religion. 
However, women from marginal groups are more likely to have poorer access to quality 
abortion care services. In sum, it is clear that skewed, sparse and uneven distribution 
of inadequate abortion care facilities make women’s access to abortion care difficult. 
Even if women manage to access these facilities and overcome the range of hurdles 
arising from the socio-cultural context of abortion, the struggle is far from over and safe 
abortion care is not always assured. 


What strategies would help improve women’s access to safe and legal abortion care 
services? While bringing about the changes in the social fabric is an ongoing and 
gradual process, sensitive and thoughtful changes centered around woman’s health and 
well-being at the programmatic and planning level should certainly facilitate women’s 
access to abortion care yielding positive risks for women’s health in a tangible period of 


time. 


We have to acknowledge the fact that abortion care facilities, or for that matter most of 
the reproductive health care services, are situated within the larger health care delivery 
system. Thus, streamlining and strengthening the existing health care delivery system 
including measures to correct the skewed distribution of health care facilities and 
health care providers, is an essential prerequisite. More over, it is fundamental to 
incorporate women’s specific needs to make them meaningful to women. A nuanced 
understanding of women’s health concerns and needs and impact of the socio-cultural 
fabric on women’s utilization patterns of general and specific health care services 
gathered through empirical research needs to be translated into policy planning and 


delivery of health care services. 


Where do we move from here? In the Indian 
and project abortion as a public health issue, not naively but strategicé 
we continue on this path in the future, there is a danger of loosing $1 Paghiines 
challenges as a consequence of globalization, cultural revi ert an a en 
strengthening of fundamentalism. The pressure and push of the pro-lile ity ras 
including their intimidating strategies in the west, have been responsible an 
regression of the pro-choice stream. In this changing context it would not be a4 surp 

if we end up losing the battle that we had won in the past. 
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* ° 9, 
igi ‘st movements are prejudiced against abortion as a womens 
All religious fundamentalist m Pp at the national level, the moral 


Hindutva and rightist forces 
right. With the upsurge of Hindu gh cit ean eael aataie 


areument over abortion as an issue of public heaith co 16d 
seeieraaistis sidetracking unsafe abortion within the frame work of women's right to 


safe and legal abortion. Already billboards damning abortion are a common sight in 
Mumbai. This should serve as an adequate warning to those concerned about women's 


well being and rights. 

number of sex selective abortions and a range of 
legal ban on prenatal diagnostics to identify the 
sex of the foetus, often with the intention to abort in case of a female foetus, its 
rampant use is an open secret. This battle has now to be joined a fresh on two fronts (a) 
to pressurize for effective implementation and (b) to make legislation more inclusive 
against the backdrop that newer genetic technologies are being developed to enable pre- 
conceptional sex selection which the existing legislation does not take note of. 
Arguments articulated around the negative consequences of abortion for women’s 
health can go against women’s right to abortion and hence may prove to be self- 
defeating. The protest against sex selective practices has to continue based on the core 
argument that it is sex discriminatory and therefore, violative of human rights. 


The other challenge relates to a rising 
other sex selective practices. Despite a 
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RURAL INDIA’S CRIMINAL ABORTIONIST 


Reproduced from Indian Express, dated, 10-10-2000 


DR SHYAM ASHTEKAR 
The more the “sin” and “secrecy” involved in the case, the higher the See 


We could not have recognized it if we had not seen it so often in our hospital - a small 
stick jutting out of the woman’s uterus. The woman is still alive, but bleeding and 
miserable. This is just one case from the horrific archives of criminal abortions in rural 
India. The woman had this abortion (better termed as MTP or medical termination of 
pregnancy) three days earlier and it was performed by a practicing homeopath. She 
limps back home a week later. 


During my internship as a doctor in a Pune village in 1978, the private practitioner next 
door once told me that he had just scooped out a foetus with a spoon, even scraping the 
vagina was enough since ‘nobody knows’. Only last year, a lady homeopath actually 
killed a mother of two during an abortion. But a death or two do not deter such 
practitioners, who once having tasted blood carry on with complete nonchalance. 
Criminal abortions of this kind take place in several nursing homes all over the country. 
Yet the government has legalized some of these centres under the guise of recognizing 
the system of “visiting gynecologists’. 


But why don’t Primary Health Centres (PHCs) and Community Health Centres (CHCs) 
provide legal and free abortions? To answer the question, I met the district health 
officer. I know him as a serious professional. After the usual pleasantries, I deliver my 
bouncer. Aren’t most government doctors not trained for Medical Termination of 
Pregnancy? Are the rural institutes not recognized? It transpires that neither is the 
case. Officially, not even one MTP is reported. I laugh and tell him that these must be 
taking place but only clandestinely (or at private clinics). So what was the remedy for 
this? The only way out, it seemed was to put up notices outside all PHCs and CHCs, 
stating that “free MTP services” were available. The figures should then be monitored 
on a monthly basis. Nothing of the kind happened, of course. As for the health officer, 
he got transferred and I am yet to meet his replacement. 


Despite being legal, MTPs are not available at government rural centres. Even registered 
privates MTP clinics are rare. In the entire block of 1,50,000 population where I am 
located, there was no legal MTP centre until we got our hospital certified in 1997. (That 
took three years of paperwork despite the fact that we knew most of the officers). Yet 
several fly-by-night doctors perform abortions or arrange for surgeon’s services without 


bothering about legalities. 


Why should we make the situation so difficult for abortion-seekers? The economics 
behind the process may provide some answers. Many of us might have read the 
advertisement of a certain medical centre in Mumbai in the 90s that offered abortions 
at Rs. 70/-. I know of doctors who do it for Rs.300/- without a general anesthesia. ger 
anesthesia, it may cost even Rs. 1000/-. The prize catch for all those in the business 0 
illegal abortions is the hapless mother of a teenaged daughter hiding her cenit. 
Recently, a rural doctor took a whopping Rs. 10,000/- for one such proc po" 
Extramarital abortions cost a little less than premarital ones. The more the we “a 

secrecy the higher the fees. There are economy packages for sex pre-selection 


procedures. 


Rural India’s Criminal Abortionist 


then. It is necessary to educate 
n can be unsafe. It can cause 


d even death. It is a necessity but an evil necessity. Good 


doctors - and they are a rare breed — try and convince couples and forego fees in many 
cases. Most abortionists take the opposite route and earn quick money. Since money is 


the incentive, no one is interested in health education. 
I have cited here come from a district that was 


represented by three health ministers spanning 15 years of health administration in 
Maharashtra, two of them are qualified doctors. No less important is the fact that World 
Bank’s pilot project for Reproductive Health has been operating in this district for the 


last three years. 


e safe abortions is not enough 


Providing a service lik 
d them all together. Any abortio 


people on how to avol 
sterility, serious infections an 


And now the punch line. The facts 
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SEX DETECTION TESTS AND FEMALE 
FOETICIDE: 
DISCRIMINATION BEFORE BIRTH 


LAKSHMI LINGAM 


The high female infant mortality rates (Miller, 1985), th 

infanticide (Krishnaswamy, 1988), the neglect of tee eae % — 
access to health services, nutrition (Sen and Sengupta 1983) and mtr 3m 
(Mankekar, 1985), and the sexual abuse of girls (Bhalerao, 1985) are 
manifestations of a deep-rooted patriarchal bias against women. This negative 
bias has assumed an alarming dimension in the recent past, with the utilisation 
of the amniocentesis test for detecting the sex of the foetus, followed by a 
selective abortion of the foetus if the test shows it is female. Apart from 
considerable risk to the foetus and the woman, the utilisation of pre-natal 
diagnostic techniques for the selective abortion of female foetuses perpetuates 
the negative social worth of women. This essay makes a case against the test 
and positions it as a critical issue to be confronted. 


' Amniocentesis and its Implications 


Among the several pre-natal diagnostic techniques (like sonography and 
chorionic villi biopsy) that are being utilised in India, the amniocentesis test! 
has achieved dubious popularity as the one which provides quick 'results' and is 
‘accurate’. Health-wise, these tests can cause a great deal of damage. Very often, 
the clinical preconditions of following aseptic procedures and ultrasonic 
monitoring are not followed during the incision and piercing of the amniotic sac 
for amniotic fluid. This leads to high chances of sepsis in the reproductive tract, 
hip dislocation and respiratory problems (Ravindra, 1986). This test can also 
cause considerable damage to the foetus and placenta, resulting in spontaneous 
abortion or premature labour. However, the commercial viability of these tests 
and the glamour of being in the medical business have overtaken ethical 
considerations.? 


It has been observed that sex detection (SD) tests are not confined to big cities 
but have also proliferated in small towns. Before the Maharashtra legislation 
regulating the use of pre-natal diagnostic techniques came into force, it had 
been observed that SD tests were conducted in small towns like Dhule, Jalgaon, 
Amravati, Nasik and Nagpur (Ravindra, 1986). Pathology laboratones became 
collection centres for amniotic fluid, which were then sent to Bombay for 
analysis. Ironically, the SD test was provided to women as a ‘human service by 
doctors and certain hospitals in Bombay before it was legislated against in the 


Maharashtra Assembly. 


al professionals had created 


Through blatant advertisements, private medic 
boards and advertisements 1n 


‘supply-induced’ demand for amniocentesis. Bill- 
vernacular languages assuring, the birth of sons, were not uncommon. Dr 
Bhandari of Amritsar, for instance, advertised: ‘Spend Rs 500 now and save Rs 
50,000 later,’ harping on the expenses of the test vis-a-vis the cost of dowry at 
the time of marriage of a daughter. 


Medical practitioners conceal the fact that these tests 'detect' but do not 


i i i ltiple 
‘determine’ the sex of the foetus. Therefore, having an abortion or mu 
abortions in the sixteenth and eighteenth week (third month nigel ay 
pregnancy if the foetus is of the ‘wrong’ sex is risky; and the test is n 


Sex Detection Tests and Female Foeticide 


at stake. The news of the death 
following an amniocentesis in a 
owledged risk that is involved 


uts the woman's health 
gnant after an abortion 
illustrates the unackn 


foolproof. Further, this p 
of a woman 20 weeks pre 
private clinic in Bombay, 
(Natarajan, 1986-87). 
i i i lfth week of 
Moreover, selective abortions following the SD test after the twelfth we 
pregnancy is gross misuse of a liberal legisla yer The Medion ae = 
Act, 1971, permits abortion up to the twe week O ; 
i eeigllie only during the fourteenth and 


However, amniocentesis can be performed 
sixteenth week of pregnancy and an abortion thereafter can be conducted only 


between the fifteenth and eighteenth week of pregnancy. 


Sketchy Statistical Data 

there is difficulty in collecting data on 
s, the purpose of the test, the results 
d other relevant information. 


Considering the sensitivity of the issue, 
the number of users, the profile of the user 
of the test, the decision to retain or abort an 


The scanty research evidence points to the extensive use of the test for sex 
detection purposes, followed by sex selective abortion of female foetuses. 
Ramanamma and Bambawali's study (1980) of the records of three hospitals in 
the city of Pune indicates that between June 1976 and June 1977, 700 women 
sought sex detection in hospital 'B'. Of the 450 women who were informed that 
they would have a daughter, 430 (95.5 per cent) went in for an abortion. On the 
other hand, all the 250 women (100 per cent) who were informed that they bore 
a male foetus carried on with the pregnancy, even though they were warned of a 
chance of genetic disorder in certain cases. Kulkarni's study of 50 gynecologists 
in the city of Bombay reveals that 27 (i.e., 64.3 per cent) carry out amniocentesis 
tests solely for sex determination. On an average, 42 gynecologists perform 271 
SD tests per month. The remaining doctors (35.7 per cent) reported that only in 
less than 10 per cent of the cases is the test performed to detect genetic defects. 


With the mushrooming of clinics conducting this test, it was estimated, in 1986, 

that there were 248 clinics and laboratories, and approximately 16,000 tests 

ue awed e the eee metropolitan region each year. It is estimated 
ve a ons must have claimed 78,000 female f 

and 1986 (New Scientist, 1986). 0 eR to ead aa 


Campaign against Sex Detection Tests 


mW 1976 and 1985 the campaign and protests against sex detection 

sinter ae a ed However, a broad-based campaign, especially in 
, cons ng activists from women's grou 

ps, health ups, scien 

saat SSgee Tights groups, legal action groups and echeidad ‘eenesania 

ea Siok luring the end of 1985. The Forum Against Sex Determination and 

: om sae sel (FASDSP) was bom as a broad, joint-action group. Concerted 

a py Lary pane awareness on the issue and set in motion at debate 

caer Mag Sek, ‘Ykon ane bri 3 the FASDSP brought into 
: s egulation - 

Diagnostic Techniques Act, 1988 (to be dtactieesd ina baie pote to Feng 


The call for a legal ban on sex d ion te 
' etecti ve rise : 
discussed in detail in the following penta ee 


Is the availability of a sex detection test a ‘choice' for women? 


Most technological options in 

’ , the area of i : 

intrauterine devices or injectables) are bernided ss aidan —e ere 
din range o 
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‘choices' for women. The basic question is- d 

choice’? Can choice exist in a context spear, A a an unfettered 
subordinate their interests to those of men; where women ieaadeaes a 
through marriage and by giving birth to children (preferably sons); ae — 
largely bear the burden of cooking, collecting firewood, fetching water badting 
and rearing children, tending cattle; where they eat last, and the least. . dh . 
less access to education and health services? , ae 


‘Choice’ is only meaningful if it can be exercised in the 

. at Car context of material, social 
and gender equity. The availability of sex detection tests creates a situation 
where women are forced to undergo the test either by external pressure from 
family members or by internalised social values. 


Does a negative sex ratio increase the status Of women? 


It is a well-documented fact that the Indian population is pre-dominantly male 
i.e., there is an adverse sex-ratio which registered a decline from 1901 to 1981 
(Government of India, 1985). Census data indicate that there were 972 women 
per 1,000 men in 1901, which declined to 933 women per 1,000 men in 1981. In 
other words, in 1901, there were 9 million more men than women and, by 1981, 
there were 22 million more men than women (Kishwar, 1985). Therefore, the sex 
selective abortion of female foetuses has a high likelihood of having serious 
demographic repercussions, in terms of tilting the sex ratio further against 
females (Patel, 1984; Hariharan, 1987). 


In the light of the evidence, the issue of amniocentesis and its implications for 
the sex ratio was a major point of debate. The supporters of sex detection tests 
argued that, based on the theory of demand and supply, an excess of males over 
females, achieved with the reduction of unwanted and hence, neglected women, 
would actually raise the status of women (Kumar, 1983). 


This is a simplistic understanding of complex social issues. If mere numbers 
were to dictate status then, in several states of India where adverse sex ratios 
exist, the status of women should be high. On the contrary, one observes that 
there is a high incidence of dowry deaths, rape and other atrocities being 
committed in these states, indeed as much as in the other states (mewspaper 
reports from all states of India prove this point). Based on anthropological 
evidence, Leela Dube (1983) observed that societies with adverse female sex 
ratios have indicated the presence of customs like polyandry, abduction and the 
purchase of women. It is strongly felt that, contrary to raising the status of 
women, adverse sex ratios increase the incidence of rape, prostitution and 
violence against women. 


Cure social prejudices or ban sex-detection tests: Which should come 
first? 


Several objections have been raised regarding a legal b 
for example by Dharma Kumar (1983, 1988). In one o 
states: 


an on sex-detection tests, 
f her articles (1988) she 


One cannot cure social prejudice merely by legislation, especially in 
countries like India where the governmental machinery 1s weak and 
corruption rampant... is female infanticide preferable to female cena 
Instead of bringing more unwanted girls into the world, surely it wou 
be better to improve the lives and status of those who are born. arte 
amniocentesis clinics will be ineffective. It will choke off a powe 
method of lowering the birth rate without coercion. 
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In response to Dharma Kumar's views, Vibhuti Patel (1989) argues: 
time, legislation banning sex- 
Yes, we are aware of this. But, at the same apg oe” deo 


detection tests would definitely take away 
this scientific advancement aggressively advocated by our doctors with 


crude, anti-women advertisements. Because Indian women are oe 
or are forced to commit sati, why not kill them before they are born = 
this logic she can also recommend to get rid of the poor [sic]... a 

Dharma Kumar, female foeticide is a powerful method of lowering the 
birth rate without coercion. But the Forum asks: ‘Is not female foeticide a 


coercion?’ 


Curing social prejudices is very important, but it is not possible if a parallel 


practice of annihilating women exists. 
Amniocentesis: An aid to plant a ‘balanced family’? 


Amniocentesis and other diagnostic techniques are viewed as important ways of 
arriving at a ‘balanced family’ which, in turn, will reduce the birth rate and 
control population growth. The assumption here is that couples have more 
children in the process of wanting to have sons. (Examples of couples making 
repeated attempts to have a son and ending up with daughters, are numerous.) 
This assumption has serious shortcomings. Though the need to have sons in 
patrilineal societies cannot be undermined, several studies have observed the 
reasons why the poor have more children (Mamdani, 1972). Reasons like the 
economic contribution of children and the buffer of more children to face the 
exigencies of infant mortality and morbidity cannot be overlooked. Therefore, the 
proposal to provide sex- detection tests to people to enable them to arrive at a 
‘balanced family’, while neglecting changing socioeconomic and environmental 
conditions, is a lopsided priority. 


Further, the notion of a 'balanced family’ is not as simple as posited. If an equal 
representation of a male and female child for a couple can be considered as 
constituting a 'balanced family’, in reality, the presence of only male children is 
not considered an ‘imbalanced family’. While data on the number of children 
and of couples opting for sterilisation are rarely recorded, the scanty data 
provide pointers to the sex bias that exists. An examination of hospital records 
(Ramanamma and Bambawali, 1980) shows that 2.5 per cent of the couples 
consented to sterilisation even though they did not have a son (as against 15 per 
nn id to couples ve ce eee sterilisation in spite of not having a female 
. The majority o ilisati ini 
satin 2 = vi a e couples underwent sterilisation after attaining an 


There are problems in promotin i i amily 
g notions of what constitutes a 'balanced fi 4 
and equating planned parenthood with the choice of the sex of the child. 


The Maharashtra Legislation and After 


Due to relentless campaigning and pressure, the Government of M 
; aharash 
ae ae iste Regulation of the Use of Pre-natal Diaeabiaes 
cence ’ 2 1988. The Act explicitly bans the use of medical techniques and 
diesel sald redler even after the Act was passed, pre-natal diagnostic 
sen, hax Pia ape out ona pregnant woman if she is above 35 years of 
poutttaits = ~ of two or more abortions or foetal loss, has been exposed to 
See os ae genoa drugs, radiations, injections or hazardous chemicals. or 
sideasbe the a istory of mental retardation or physical deformity. The ‘Act 
saitaate) gal any advertisements regarding the availability of facilities for the 
prediction of sex at clinics /laboratories/health centres. 
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The regulation of these centres, laboratorie inics j 

, Ss and clinics is expected 
achieved through government-appointed bodies, namely, the Hagia 
Authority (SAA), State Vigilance Committees (SVC) and Local Vigilance 
Committees (LVC). However, these bodies have not been set up to date. 


The legislation, though a small victory for public campaigni 
limitations and loopholes (FASDSP, 1989;Jesani 1988; Setalvad” oc 1989). 
The Act, rather than abolishing all private genetic laboratories and clinics, 
provides for the registration of these. The Act can be criticised for bein , 

| shortsighted, in the sense that it restricts itself to regulating the andes 
technologies and techniques. The rapid growth of research in reproduction and 
the introduction of new diagnostic techniques and sex preselection methods will 
make the legislation outdated and obsolete in a few years. The lack of a 
comprehensive understanding of the underlying philosophy of these 
technologies leaves out of its purview related issues like sperm banks, in vitro 
fertilisation programmes (babies born via IVF are popularly known as '‘test-tube' 
babies) and ova donation, and ensuing issues like womb-hiring or surrogate 
motherhood, and trafficking in ovaries, placentas and aborted foetuses (Lingam, 
1990; Balasubrahmanyan, 1982). 


The proliferation of sex detection tests in Gujarat, Punjab, Haryana, Uttar 
Pradesh, Rajasthan and Delhi vouches for the limits to state legislation. A 
comprehensive single central legislation is of crucial importance. 


Conclusion 


The focus on the issue of the girl child would be incomplete if such medical 
technologies and their utilisation are not scrutinised. The campaign for a central 
legislation should gain momentum as a social concern for the girl child and 
future women. 


NOTES AND REFERENCES 


1. Amniocentesis (amnio: membrane, kentesis: pricking) refers to the 
removal of about 15 cc of amniotic fluid from inside the amniotic sac 
covering the foetus, through a long needle inserted into the abdomen. 
Chromosomal analysis for sex determination involves checking, for the 
presence of a stainable dot in the nucleus of the cells. The spot (known 
as the Barr body) is usually present in females and absent in males. 
Another test, using a dye called quinacrine, looks for what is called 
fluorescent bodies in the nucleus. The presence of these bodies indicates 
a male foetus (Ravindra, 1986). 


2. The amniocentesis test costs anything between Rs 150 and Rs 1,500, 
based on market competition and the utilisation of techniques like 
sonography. In 1985, Harkishandas Hospital, a private hospital, claimed 
to have conducted 2,767 tests, at an average of 25 tests per day 
(Gentleman, November 1987). 
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ACCESS TO SAFE AND LEGAL ABORTION ISSUES 
AND CONCERNS: THE STATE LEVEL 
CONSULTATION 


- Summary Report - 


Summary Report of The State Level Consultation 
spells out ways to overcome barriers to 
access to safe and legal abortions 


The state level consultative meeting held on June 7, 1998 in Pune on ‘Access to Safe 
and Legal Abortion: Issues and Concerns’ by Cehat under its project on Research and 
Advocacy Programme for Improving Quality of Abortion Care (REAP), discussed 
obstacles in access to safe and legal abortion. The consultation, which was a step 
toward establishing a platform for an ongoing discussion on the issue and 
campaigning for mecessary changes, comprised of a research paper and three 
discussion papers. The research paper highlighted the appalling status of abortion 
care services. Discussion papers evaluated the feasibility of menstrual regulation as an 
abortion method. Based on studies conducted by the centre, certain issues are 
discussed and drafted recommendations for improving the access which are given 
below. 


.. Access to Abortion Care Services 


a. Problems in the Medical Termination of Pregnancy (MTP) Act related to 
registration procedure 


() Paper work 
Registration form should be clear. 
Disseminate information at a local point. 


Strengthen Information Education and Communication (IEC) component by utilising 
local public health care centres as channels. 


(t) Approving MTP Centre 

Decentralise power from state to district level for approval, registration and inspection. 
(iii) Minimum physical standards 

Review physical standards laid down in the Rules and Regulation. 


Train inspectors to improve their understanding of physical standards specifications 


for better compliance. ’ 


(iv) | Adequacy in MTP training facilities 
Explore possibilities of allowing private medical set ups for MTP training. 


Evolve mechanisms with the help of bureaucrats, those concerned in pei beter, 
hospitals and representatives of private health care sector to achieve training ; 


Access to Safe and Legal Abortion Issues and Concerns 


i i ents of 
Review MTP training modules with specific attention to adding compon 


counseling skills. 


b. Lacunae in implementation of the MTP Act 


(i) Problems faced by providers 

Improve quality of supervision and monitoring. 

Review staff requirements 

(ti) Gap between legal requirements and provider’s perception 


Relax the condition of consent or signature of husband or any family member as a 
prerequisite for a woman to undergo abortion. 


ec. Other issues 


(i) Significance of medical legislation 
Providers of abortion care serivces should not turn away from their responsibilities 
under misplaced fears about concerned legislation. 


(ii) Cost of MTP services 


Initiate dialogue among representatives of the various concerned constituencies on the 
process of standardising price of health care services. 


(ii) Commitment of the public health care system to provide MTP services 


Improve quality and IEC components of public health care centres so as to enhance 
people’s access to information and thereby avoiding unwanted pregnancies. 


Provide MTP facilities at all the public health care centres from PHC and upwards. 

(i1i) Sex education to improve women’s access to abortion care 

Promote sex education for healthy growth of the society and as a preventive measure 

as regards abortion needs. Formulate modules with an all inclusive and a broader 

perspective for all the members of society to have an opportunity to gain from it. 

2. Promoting Menstrual Regulation as a Method of Abortion in India 

Discussion on menstrual regulation focused on w : i i 

sabe ; omen’s choices and safe reproductive 

oa care by explaining both surgical and medical methods of menstrual regulation. 

exercise puts forward opportunities for potential users to avail of contraceptive 


services, to reduce the psychological burden of guilt born b ; 
i : ; women fo 
abortion. The following reservations and convediliicaials also ane, Or aaa 


Conduct menstrual regulation within si 
six weeks of 1 : 
consequence women need to report as early as possible. henner eas « 


Strengthen IEC components for women to avail the facility. 


50 


Access to Safe and Legal Abortion Issues and Concerns 


Make women well informed and aware of the s 
complications by making Counseling part and 
regulation services. 


ymptoms and signs of the probable 
parcel of the provision of menstrual 


Do not make RU486 available over-the- ; 
vigilance. €-counter since it requires strict medical 


Initiate discussions among medical professionals, paramedics, health activists and 


those who have been experimenting self-help training in wo ; 
: m , 
promoting methods of menstrual regulation. . en's health care while 


3. Paramedics in Menstrual Regulation Practice 


Organisers drew attention to the fact that paramedics in menstrual regulation practice 
will be advantageous to women, to providers and to government. Paramedics are 
largely belonging to the public health care system and so the current status and 
trends of quality - including infrastructure, training, personnel, organisational 
structure, work culture, counseling and attitude of staff towards each other and 
towards population - are to be accounted. The following reservations and concerns 
were also expressed. 


Address the issues of lack of adequate and quality health care infrastructure. 


Deliberate the issue of quality health care infrastructure upon in the wider circles to 
yield better insights. 


The Outcome 


The consultation meeting resulted in identification of the following areas for 
pursuance (a) content and nature of MTP Act (b) problems at implementation level (c) 
feasibility of menstrual regulation as an abortion method and (d) role of paramedics in 
menstrual regulation practice. As a result of the meeting two subcommittees are 
formed through voluntary initiatives of the participants. They are (a) Sub-committee to 
look into the issue of registration and (b) Sub-committee to discuss the feasibility of 
promoting menstrual regulation. 
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Speaker lauds NGOs’ role in : 
bringing down female foeticide 


with their parent income at Rs.12,000 per year, 
were benefitted this year under the Moovalaur 
Ramamirtham Ammaiyar. Memorial Marriage 
Assistence Scheme, She:also listed out statistics 


By Our Staff Reporter$|\© (3 

_- MADURAI, Oct. 7 

“The incidence of‘female. foeticide has come 
down significantly, thanks. to the combined ef- 


forts. of the Tamil Nady. ment, and the 
Nog in Usilempatn meer th - . Speaker, 
McETR.Palanivel Rajarthas falda 
Performing the m es of eight couplé$ un- 
der the Moovalur Ramamirtham Ammaiyar 
Memorial Marriage Assistence Scheme, and of- 
fering felicitaions in a function organised by the 
Social Welfare Department here today, the 
Speaker said various ‘welfare-schemes for the 
women's development’ including marriage 
schemes had played a vital role in ‘bringin 
down the. incidence of female foeticide in Usi- 
lampatti area. He also lauded the efforts of the 
NGOs in creating awareness among the mothers 
on the importance of girl children. As 75 aban- 
doned giri children were given away for adop- 
left in the home in 


The evil practice 
thrived in the most: backward -area as the par- 
ents of a girl child:could not marry away their 
daughter without dowry. He said the marriage 
assistence schemes were based on the concept of 
a closely knit, and inter-related famil 


a girl, also helped her: to. get married. 

Ms.S.PSarkunapandian, . Minister for Social 
Welfare, described the State Government's mar. 
ae assistence schemes as a package of “revo. 
ution. 


As many as 26,145 women who studied upto 
th standard and completed 18 years of or 
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women, 
During the two-year regime of DMK in 1989. 
nearly 35,000 girls got benefitted under the 
Scheme. She said the Chief Minister had prom- 
ised to enhance the grant from Rs.5000 to of 
the scheme in the last Election 

After taking over as Tamil Nax 


ute to 700 beneficiaries in the district under 
e 


distribute the money prior to the marriage itself 
ked them to participate in the same. He 
said the Speaker had a to participate in the 
marriages of beneficiaries in the respective ven- 
ues. He also .said that the Government had 
wanted the grant under the Dr.Muthulakshmi 
agers Scheme, be distributed, by money or- 
er. 


The Mayor of Madurai, Mr.P.Kulandaivelu, 
sald the Madurai Corporation had sanctioned 
Rs.16 lakhs during ‘1996-97 for 160 benefici- 
aries. As on June 8 this year, 100 beneficiraies 

were benefitted under the scheme. ’ 


: Si Pe hianedi ‘st 


“ oi antinera petninelat rere a 
1 lili Soars _ bse herere 


THE MEDICAL TERMINATION OF 
PREGNANCY ACT, 1971 


1971 
[No.34 OF / (10 August, 1971] 


ermination of certain pregnancies by registered medical 


t 
An Act to provide for the th or incidental thereto. 


practitioners and for matters connected therewi 


Statement of Objects and Reasons - (1) The provisions regarding the terrunation pkitiale 
in the Indian Penal Code which were enacted about a contury age were drawn up in keeping sp 
the British Law on the subject. Abortion was made a crime for which the mother as well as a 
abortionist could be punished except where it had to be induced in order to save the life of t. 
mother. It has been stated that this very strict law has been observed in the breach in a very 
large number of cases all over the country. Furthermore, most of these mothers are married 
women, and are under no particular necessity to conceal their pregnancy. 


(2) In recent years, when health services have expanded and hospitals are availed of to the 
fullest extent by all classes of society, doctors have often been confronted with gravely ill or dying 
pregnant women whose pregnant uterus has been tampered with a view to causing an abortion 


and consequently suffered very severely. 


(3) There is thus avoidable wastage of the mother’s health, strength and, sometimes, life. The 
proposed measure which seeks to liberalise certain existing provisions relating to termination of 
pregnancy has been received (1) as a health measure — when there is danger to the life or risk to 
physical or mental health of the woman, (2) on humanitarian grounds — such as when pregnancy 
arises from a sex crime like rape or intercourse with a lunatic woman, etc., and (3) f 

grounds — where there is substantial risk that the child, if born, would suffer from deformities and 
diseases. — Gazette of India, Pt. II, Section 2, Extra, dated November 17, 1969, p.880. 


Be it enacted by Parliament in the Twenty-second Year of the Republic of India as follows :- 


1. Short title, extent and commencement - (1) This Act may be called the Medical 

Termination of Pregnancy Act 1971. 

(2) It extends to the whole of India except the State of Jammu and Kashmir. 

(3) It shall come into force on such date as the Central Government may, by notification in the 
Official Gazette, appoint. 


2. Definitions - In this Act, unless the context otherwise requires, — 

(a) “guardian” means a person having the care of the person of a minor or a lunatic: 

(b) reed has the meaning assigned to it in Section 3 of the Indian Lunacy Act, 1912 (4 

(c) “minor” means a person who, isi i jori 

of 1875), is to be sated not hy ee actin te ree xen Rea 

(d registered medical practitioner” means a medical practitioner who possesses any 
recognised medical qualification as defined in clause (h) of Section 2 of the Indian 
Medical Council Act, 1956 (102 of 1956), whose name has been entered in a State 


Medical Register and who has such e i ining j 
: xpenence or training in : 
as may be prescribed by rules made under this Act. ae a 


— 


NOTES 


mental disorder or derangement of the mind. Ganga Bhavanamma v. Somaraju, AIR 1957 AP 938 


“Unsoundness of mind” implies some unusal feature of the mind as Dunn ‘teiilel: tes rsehae dk 
i 
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in a manner in which another person without such me 

' ntal irregularity would 
sa wcatgd of his own. The idea suggests some derangement of the pore thy Age : ~ ~ 
co with or taken as analogous to a mere mental weakness or lack of intelli os 
Singh v. Gulabo Kuer, AIR 1969 Pat 33. Bie Sc 


different from the normal and has in effect impaired the man’s Capacity to look after his affairs 


No person can have direct experience of the mind of anoth sani 

: er and the proper test of i ity i 
conduct. A person might conceivably have all kinds of delusions, ty if ‘his sh aon - 
normal there would be no justification for holding him to be lunatic. Abdul toe gp 
Commissioner of Income Tax, AIR 1935 pat 425. “ 


If a man is able to understand and answer questions on various m 

, atters except th 
to arithmetical calculations, he cannot be regarded as mentally unsound aus wet desrry 
held as having a weak or undeveloped mind. Joshi Ram Krishan v. Rukmini Bai, AIR 1949 All 
449. 


Under Indian Majority Act, 1875, a person in respect of whose person or i 

’ » ape property a guardian 
has been appointed by a court of justice or a person who is under the jurisdiction of Deas of 
Wards attains majority on the completion of twenty first-year and in all other cases a person is 
deemed to attain the age of majority on the completion of eighteenth year. 


3. When pregnancies may be terminated by registered medical practitioners - (1) 

Notwithstanding anything contained in the Indian Penal Code (45 of 1860), a registered medical 

practitioner shall not be guilty of any offence under that Code or under any other law for the 

oe in force, if any pregnancy is terminated by him in accordance with the provisions of 
is Act. 


(2) Subject to the provisions of sub-section (3), a pregnancy may be terminated by a registered 


medical practitioner, — 
(a) where the length of the pregnancy does not exceed twelve weeks, if such 
medical practitioner is, or 
(b) where the length of the pregnancy exceeds twelve weeks but does not exceed 


twenty weeks, if not less than two registered medical practitioners are, 


of opinion, formed in good faith, that — 


(i) the continuance of the pregnancy would involve a risk to the life of the pregnant 
woman or of grave injury to her physical or mental health; or 

(ii) there is a substantial risk that if the child were born, it would suffer from such 
physical or mental abnormalities as to be seriously handicapped. 


Explanation I. - Where any pregnancy is alleged by the pregnant woman to have been 
caused by rape, the anguish caused by such pregnancy shall be presumed to constitute a grave 
injury to the mental health of the pregnant woman. 


| i f any device or 
Explanation II. - Where any pregnancy occurs as a result of failure ) 

method used by any married woman or her husband for the purpose of limiting the cence of 
children, the anguish caused by such unwanted pregnancy may be presumed to consti a 
grave injury to the mental health of the pregnant woman. 


ini i involve such risk or injury to 
(3) In determining whether the continuance of a pregnancy would invo . 
the health as is mentioned in sub-section (2), account may be taken of the pregnant woman's 


actual or reasonably foreseeable environment. 


the age of eighteen years, or, who, 


(4) (a) No pregnancy of a woman, who has not attained So te tomcat except with the 


having attained the age of eighteen years, is a lunatic, s 
consent in writing of her guardian. 


(b) Save as otherwise provided in clause (a), no pregnancy shall be terminated except with 
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the consent of the pregnant woman. : 
inati hall be made 

4. Place where pregnancy may be terminated. — No termination of pregnancy s 

in accordance with this Act at any place other than — 


ent, or 


(a) a hospital established or maintained by Gove e of this Act by Government. 


(b) a place for the time being approved for the purpos 


vision of Section 4, and so much of the 


5. Section 3 and 4 when not to apply. — (1) The pro é 
provisions of sub-section (2) of Section 3 as relate to the length of the pregnancy and th 


opinion of not less than two registered medical practitioners, shall not apply Pera ty em 
of a pregnancy by a registered medical practitioner in a case where he is o pe aia 
good faith, that the termination of such pregnancy 1s immediately necessary to sa’ 


the pregnant woman. 


(2) Notwithstanding anything contained in the Indian Penal Code (45 of 1860), the 
termination of a pregnancy by a person who is not a registered medical practitioner shall be an 
offence punishable under that code, and that code shall, to this extent, stand modified. 


Explanation. - For the purpose of this section, so much of the provisions of clause (d) of Section 
2 as relate to the possession, by a registered medical practitioner, of experience or training in 


gynaecology and obstetrics shall not apply. 
NOTES 


Good Faith : Meaning - Good faith is defined by Section 52 of the Indian Penal Code. Nothing 
is said to be done or believed in good faith which is done or believed without due care and 
attention. Under the General Clauses Act. “A thing shall be deemed to be done in good faith 
where it is in fact done honestly whether it is done negligently or not”. The element of honesty 
which is introduced by the definition prescribed by the General Clauses Act is not introduced 
by the definition prescribed by Section 52 of the Penal Code. 


Absence of personal malice may be a relevant fact in dealing with the plea of good faith but its 
significance or importance cannot be exaggerated. Even in the absence of personal malice it will 
have to be shown that the act was done with due care and attention. Harbhajan Singh v. State 
of Punjab, AIR 1966 SC 97: 1966 Cri LJ 82. 


Due care and attention implies a genuine effort to reach the truth and not the ready acceptance 
on ill-natured belief. The question of good faith is a question of fact and must be gathered from 
the surrounding circumstances. Mere actual belief without any reasonable grounds for 
believing is not synonymous with good faith; but good faith does not require logical infallibility 
but due care and caution. In re Ganapathia Pillai, AIR 1953 Mad 936. 

Good faith precludes pretence or deceit and also negligence and recklessness. A lack of 
Ge a can Fr ae or aoe Prudence’s accustomed to exercise, is, in law, a 

; S 1s i i j 

Harbhajan Singh v. State of Punjab, AIR 1961 Punj 918 BE eatin cagsot tye moss: 


ea requires due care and caution, but there can be no general standard of care and 
attention applicable to all persons and under all circumstances. The standard of care and 


‘a rate arm tl = Surgeon to wait until the patient is in peril of immediate death if he 
pregnan nthahats t § to believe that the probable consequence of the continuance of the 
apa © to make the patient a physical and mental wreck. (1938) 3 AIl ER 615. 


It the doctor is of opinion, on reason 
; able grounds and wi edge 
her consequence of the continuance of the preguanc? Saree me the Bis Pe 
a - ‘ — mp —— 7 court is entitled to take the view that the doctor who, under Soa 
at honest belief, operates, is operating for the purpose of preserving the 
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life of the mother. (1939) 1 KB 687. 


A patient a aa himself under the treatment of a med 
gives an implied consent to suffer the harm and to tak 

a | e the risk. But wh 
practitioner is not qualified or begins to apply a medicine which no man in ce a’ es 


dare to apply, the consent is not a consent obtained i 
v. State, AIR 1963 MP 102. e¢ in good faith. Tuggankhan Tamshan Khan 


ical practitioner qualified or otherwise 


6. Power to make rules. - (1) The Central Government may, b , bane 
Gazette y, by notification 
, make rules to carry out the provisions of this Act. CRNSS Ss Gre Olicial 


(2) In particular, and without prejudice to the generality of the foregoi 
may provide for all or any of the following matters, ci Ae - SOGS Power, euch rules 


a) the experience or training, or both, which a registered medical practitioner shall 
have if he intends to terminate any pregnancy under this Act; and 
b) such other matters as are required to be or may be, provided by rules made 


under this Act. 


(3) Every rule made by the Central Government under this Act shall be laid, as soon as may 
be after it is made, before each House of Parliament while it is in session for a total period of 
thirty days, which may be comprised in one session or in two successive sessions, and if, before 
the expiry of the session in which it is so laid or the session immediately following, both Houses 
agree in making any modification in the rule or both Houses agree that the rule should not be 
made, the rule shall thereafter have effect only in such modified form or be of no effect, as the 
case may be; so, however, that any such modification or annulment shall be without prejudice 
to the validity of anything previously done under that rule. 


7. Power to make regulations. — (1) The State Government may, by regulations, - 

(a) require any such opinion as is referred to in sub-section (2) of Section 3 to be 
certified by a registered medical practitioner or practitioners concerned, in such 
form and at such time as may be specified in such regulations, and the preservation 
or disposal of such certificates; 

(b) require any registered medical practitioner, who terminates a pregnancy, to give 
intimation of such termination and such other information relating to the 
termination as may be specified in such regulations; 

(c) prohibit the disclosure, except to such persons and for such purposes as may be 
specified in such regulations, of intimations given or information furnished in 
pursuance of such regulations. . 


(2) The intimation given and the information furnished in pursuance of regulations made by 
virtue of clause (b) of sub-section (1) shall be given or furnished, as the case may be, to the 
Chief Medical Officer of the state. 


s * ° ° . ts of 
(3) Any person who willfully contravenes or willfully fails to comply with the requirements 
any regulation made under sub-section (1) shall be liable to be punished with the fine which 


may extend to one thousand rupees. 


8. Protection of action taken in good faith. - No suit or other legal bgp. ee > 
against any registered medical practitioner for any damage caused or likely to be ca 
anything which is in good faith done or intended to be done under this Act. 
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MEDICAL TERMINATION OF PREGNANCY RULES, 1975 


i f the Medical Termination of Pregnancy 
I reise of the powers conferred by Section 6 0 “ah 
Act, 197 1 (34 of 197 1), the Central Governmert hereby makes the following rules, namely 
1. Short title and commencement. - (1) These rules may be called the Medical 
inat f Pregnancy Rules, 1975. ee 
es shall come into force on the date of their publication in the Official Gazette. 


2. Definitions. — In these rules, unless the context otherwise requires, 
(a) “Act” means the Medical Termination of Pregnancy Act, 1971 (34 of 1971); ges 
(b) “Chief Medical Officer of the District” means the Chief Medical officer of a District, 


by whatever name called; 


c) “Form” means a form appended these rules; i. 
is “Owner” in relation to a place, means any person who is the administrative head or 


a otherwise responsible for the working or maintenance of such hospital or clinic, by 
whatever name called; : 

(e) “Place” means such building, tent, vehicle or vessel, or part thereof, as is used for 
the establishment or maintenance therein of a hospital or clinic which is used, or 
intended to be used for the termination of any pregnancy; 

(f} ‘Section’ means a section of the Act. 


3. Experience or training etc. ~For the purpose of clause (dj of Section 2, a registered 
medical practitioner shall have one or more of the following experience or training in 
gynaecology and obstetrics, namely — 

(a) in the case of a medical practitioner who was registered in a State Medical Register 
immediately before the commencement of the Act, experience in the practice of 
gynaecology and obstetrics for a period of not less than three years; 

(b) in the case of medical practitioner whe was registered in a State Medicial Register 
on or after the date of the 
commencement : 

(i) if he has completed six months of house surgency in gynaecology and 
obstetrics ; or 

(i) where he has not done any such house surgency, if he had experience at 
any hospital for a period of not 
less that one year in the practice of obstetrics and gynaecology ; or 
(iti) if he has assisted a registered medical practitioner in the performance of 
twenty five cases of medical termination of pregnancy in a hospital established 
or maintained, or a training institute approved for this purpose, by the 
Government. 


(Q) in the case of a medical practitioner who has been registered in a State Medical 
Register and who holds a post-graduate degree or diploma in gynaecology and 


obstetrics, the e i we . ; 
dislonn xperience or training gained during the course of such degree or 


4. Approval of a place. — (1) No place shall be approved under clause (b) of Section 4,- 


(i) unless the Government is sati pacer ‘ 
therein under safe and hygienic Sfied that termination of pregnancies may be done 


_ conditions; and 
(i) unless the following facilities are provided therein, namely: 


(a) an operation table and j 
ins i i 
Z palogicil #aterest truments for performing abdominal or 
anaesthetic equipment itati ilisati 
setiignent ; p » Yesuscitation equipment and sterilisation 
(c) drugs and parenteral fluids for emergency use. 


(2) Every application for the a roval 
addressed to the Chief Medical Officer of a fae ee eee 


(3) On receipt of an application referred to in sub-rule (2), the Chief Medical Officer of 
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the District shall verify or enquire any information con 
inspect any such place with a view to satisfy himse 
sub-rule (1) are provided therein, and that termina 
therein under safe and hygienic conditions. 


tained in any such application or 
if that the facilities referred to in 
tion of pregnancies may be made 


(4) Every owner of the place which is ins 
, pected by the Chief Medical Offi 
District shall afford all reasonable facilities for the inspection of Sane» meat of the 


(S) The Chief Medical Officer of the District may, if he is satisfied after such verification 
enquiry or inspection, as may be considered necessary, that termination of pregnancies 
may be done under safe and hygienic conditions, at the place, recommend the approval 
of such place to the Government. P 


(6) The Government may after considering the application and the reco i 

: 3101 mmendations of 
the Chief Medical Officer of the District approve such place and issue a certificate of 
approval in Form B. 


(7) The certificate of approval issued by the Government shall be conspicuously 
displayed at the place to be easily visible to persons visiting the place. 


S. Inspection of a place. - (1) A place approved under Rule 4 may be inspected by the Chief 
Medical Officer of the District, as often as may be necessary with a view to verify whether 
termination of pregnancies is being done therein under safe and hygienic conditions. 


(2) If the Chief Medical Officer has reason to believe that there has been death of, or 
injury to, a pregnant woman at the place or that termination of pregnancies is not being done 
at the place under safe and hygienic conditions, he may call for any information or may seize 
any article. medicine, ampule, admission register or other document, maintained, kept or found 
at the place. 


(3) The provisions of the Code of Criminal Procedure, 1973 (2 of 1974), relating to 
seizure shall, so far as may be, apply to seizures made under sub-rule (2). 


6. Cancellation or suspension of certificate of approval. - (1) If, after inspection of any place 
approved under Rule 4, the Chief Medical Officer of the District is satisfied that the facilities 
specified in Rule 4 are not being properly maintained therein and the termination of pregnancy 
at such place cannot be made under safe and hygienic conditions, he shall make a report of the 
fact to the Government giving the detail of the deficiencies or defects found at the place. On 
receipt of such report the Government may, after giving the owner of the place a reasonable 
opportunity of being heard, either cancel the certificate of approval or suspend the same for 
such period as it may think fit. 


(2) Where a certificate issued under Rule 4 is cancelled or suspended, the owner of the 
place may make such additions or improvements in the place as he may think fit and 
thereafter, he may make an application to the Government for the issue to him of a fresh 
certificate of approval under Rule 4 or, as the case may be, for the revival of the certificate 


which was suspended under sub-rule (1). 


(3) The provisions of Rule 4 shall, as far as may, apply to an application for the oe - _ 
fresh certificate of approval in relation to a place, or as the case may be, for the ps 1B 
suspended certificate as they apply to an application for the issue of a certificate of appro 
under that rule. = 

(4) In the event of suspension of a certificate of approval, the place 
be an approved place for the purposes of termination of pregnan 
communication of the order of such suspension. 


shall not be deemed to 
cy from the date of 


7. Review. - (1) The owner of a place who is aggrieved by an order made me Cee re 
make an application for review of the order to the Government within a peri 
from the date of such order. 

(2) The Government may, after giving the owner an opportunity of being heard, confirm, 
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modify or reverse the order. 
8. Form of consent. -— The consent referred to in sub-section (4) of section 3 shall be given in 
Form C. 
n of Pregnancy Rules, 1972, are hereby 


dical Terminatio 
Tne: Mee be done before such repeal. 


9. Repeal and saving. - ; 
P one or omitted to 


repealed except as respects things d 


FORM A 
[See sub-rule (2) of Rule 4] 


Form of application for the approval of a place under clause (b) of Section 4. 


Name of the place (in capital letters) 


2 
2. Address in full ste Sie 
3. Non-Governmental/Private/Nursing home/Other Institutions". 
4. State, if the following facilities are available at the place: ; 
(i) An operation table and instruments for performing abdominal or gynaecological 
surgery. 
(ii) Drugs and parenteral fluid in sufficient supply for emergency cases. — 
(iii) Anaesthetic equipment, resuscitation equipment and sterilisation equipment. 
Place: Signature of the owner of the place 
Date: 


*Strike out whichever is not applicable. 
FORM B 


[See sub-rule (6) of Rule 4] 
Certificate of approval. 


The place described below is hereby approved for the purpose of the Medical 
Termination of Pregnancy Act, 1971 (34 of 1971). : 


Name of the Place Address and other descriptions Name of the owner 


to the Government of the 


Place: 
Date: 
FORM C 
[See Rule 8] 


daughter/wife of 
years of came andt i teantesinjaniten spusiin ns andaniee nn 


aged about 


(here state the permanent address) 


at present residing at do hereby give 
m 
consent to the termination of my pregnancy at ‘ 
a_i stetsesssessesiseneeeessessncs 


(State the name of place where the Pregnancy is to be terminated) 


Place: 


Date: Signature 
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(To be filled in by guardian where the woman is a lunatic or minor) 


I son/daughter/wife of 
about ___-——Ciéeeats: «Of at 


present residing at 


rrr 


—_— eee 
(Permanent address) 


do hereby give my consent to the termination of the pregnancy of my ward 
who is a minor/lunatic at 


ee a clin ae ll i “ell lll a a ee 
(place of termination of pregnancy) 
Place: a , 
Date: 


kikik 
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MEDICAL TERMINATION OF PREGNANCY REGULATIONS, 1975 


of the Medical Termination of 


d by Section 7 
oferre y makes the following 


In exercise of the powers CO : 
Pregnancy Act, 1971 (34 of 1971), the Central Government hereby 
regulations, namely : - 

1. Short title and commencement. - (1) These regulations may be called the Medical 
Termination of Pregnancy Regulations, 1975. 


(2) They extend to all the Union territories. a 
(3) They shall come into force on the date of their publication in the Official Gazette. 


2. Definitions. — In these regulations, unless the context otherwise requires — 
“Act” means the Medical Termination of Pregnancy Act, 1971 (34 of 


(a) 
1971); 

(b) “Admission Register” means the register maintained under regulation 5; 

(c) “Approved place” means a place approved under Rule 4 of the Medical 
Termination of Pregnancy Rules, 1975; 

(d) “Chief Medical Officer of the State” means the Chief Medical Officer of 
the State, by whatever name called; 

(e) “Form” means a form appended to these regulations; 

(f) “hospital” means a hospital established or maintained by the Central 
Government or the Government of the Union territory; 

(g) “section” means a section of the Act. 


3. Form of certifying opinion or opinions. - (1) Where one registered medical 
practitioner forms or not less than two registered medical practitioners form such opinion as is 
oe to in sub-section (2) of Section 3 or Section 5, he or they shall certify such opinion in 

orm I. 


(2) Every registered medical practitioner who terminates an ithi 
ered ly pregnancy shall, within three 
hours from the termination of the pregnancy certify such termination in Form I. 


4. Custody of forms. - (1) The consent given by a pregnant woman inati 
her pregnancy, together with the certified ee are et ar ee eee tea ane 
“ie agen le and the intimation of termination of pregnancy shall be placed in an envelope 
: eat, See ve sealed by the registered medical practitioner or practitioners by whom such 
eae) pregnancy was performed and until that envelope is sent to the head of the 
pital or owner of the approved place or the Chief Medical Officer of the State, it shall be kept 


in the safe custody of i i iti 
cate y of the concerned registered medical practitioner or practitioners, as the case 


(2) On every envelope referred to i 
y sub-regulation (1), pertaini er 
ae. rig Section 3, there shall be noted the octal cna oe er assign _ geyser 
1 in the Admission Register and the name of the registered medical practitioner or 


practitioners by whom i 
hes ; y the pregnancy was terminated and such envelope shall be marked 


ermine eae ee eration) shall be ent immediatly afer he 
the pregnancy was terminated. of the hospital or owner of the approved place where 


(4) On receipt of the envelo 
pe refe e . 
owner of the approved place shall ehalert > ena ee cass ae ae a of the hospital or 
sam y. 


5) Ev 
(S) Every head of the hospital or Owner of the approved place shall send to the Chief 


Medical Officer of the State a 
; week] 
pregnancy has been done in Form II. Y Statement of cases where medical termination of 


(6) On eve envelope referred i to a 
ry to in sub-regulation (1), pertaini 
; . 
rtaining termination of 


MTP Act 


pregnancy under Section 5, shall be noted the name 

ae ’ and as address of th 
practitioner by whom the pregnancy was terminated and the date on hee - a 
terminated and such envelopes shall be marked “SECRET”. we 
Explanation. - The columns pertaining to the hospital or approved place and the serial number 


assigned to the pregnant woman in the Admission Register ; 
—e shall 
case of termination performed under Section 5. be left blank in Form I in the 


(7) Where the Pregnancy is not terminated in an a 

pproved place or hospital, 
envelope referred to in sub-regulation (6) shall be sent by registered post to the Chief Medical 
Officer of the State on the same day on which the pregnancy was terminated or on the workin 
day next following the day on which the pregnancy was terminated: . 


Provided that where the pregnancy is terminated in an approved place or hospi 
procedure provided in sub-regulations (1) to (6) shall be followed. re P or hospital, the 


5. Maintenance of Admission Register — (1) Every head of the hospital or owner of the 
approved place shall maintain a register in Form III for recording therein the admissions of 
women for the termination of their pregnancies. 


. (2) The entries in the Admission Register shall be made serially and a fresh serial shall 
be started at the commencement of each calendar year and the serial number of the particular 
year shall be distinguished from the serial number of other years by mentioning the year 
against the serial number, for example, serial number 5 of 1972 and serial number 5 of 1973 


shall be mentioned as 5/1972 and 5/1973. 


(3) The Admission Register shall be a secret document and the information contained 
therein as to the name and other particulars of the pregnant woman shall not be disclosed to 
any person. 


6. Admission Register not to be open to inspection. -— The Admission Register shall 
be kept in the safe custody of the head of the hospital or owner of the approved place, or by any 
person authorised by such head or owner and save as otherwise provided in sub-regulation (5) | 
of Regulation 4 shall not to be open to inspection by any person except under the authority of : 

(i) in the case of a departmental or other enquiry, the Chief Secretary to the 

Government of a Union territory; a 

(ii) in the case of an investigation into an offence, a Magistrate of the First Class within 

the local limits or whose jurisdiction the hospital or approved place is situated. 

(iii) in the case of suit or other action for damages, the District Judge, within the local 

limits of | whose jurisdiction the hospital or approved place is situated; 


Provided that the registered medical practitioner shall, on the application of an 
employed woman whose pregnancy has been terminated, grant a certificate for the purpose of 
enabling her to obtain leave from her employer: 


Provided further that any such employer shall not disclose this information to any other 
person. 


7. Entries in registers maintained in hospital or approved place - No entry shall be 
made in any case-sheet operation theatre register, follow-up card or any rasa = or 
register (except the Admission Register) maintained at any hospital or approved p aa : po 
therein the name of the pregnant woman and reference to the pregnant woman §& e e 
therein by the serial number assigned to such woman in the Admission Register. 

8. Destruction of Admission Register and other Papers. — Save as otherwise directed 
by the Chief Secretary to the Union territory Administration or for in relation to wy abi 
pending before him, as directed by a District Judge or @ Magistrate of the emg re prenad 
Admission Register shall be destroyed on the expiry of a period of five years from re oO 
last entry in that Register and other papers on the expiry of a period of three years from the 
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date of the termination of the pregnancy concerned. 


FORM | 
(See Regulation 3) 
(Name and 
qualification of the Registered Medical Practitioner in block letters) 
(Full address of the Registered Medical Practitioner) 
(Name and 


/ . 
qualification of the Registered Medical Practitioner in block letters) 


(Full address of the Registered Medical Practitioner) hereby certify that * I/we/am/are of 
opinion, formed in good faith, that it is necessary to terminate the pregnancy of 


(Full name of pregnant women in block letters) 


resident of 
(Full address of women in block letters) 


for the reasons given below**. 


*I/we hereby give intimation that *I/we terminated the pregnancy of the woman referred to 
above who bears the serial No. ____ in the Admission Register of the Hospital/approved 


place. 
Place: . 

Signature of the Registered Medical Practitioner 
Date: Signature of the Registered Medical Practitioner 


* Strike out whichever is not applicable. 


** of the reasons specified items (i) to (v) write the one which is appropriate: — 
(i) In order to save the life of the pregnant woman. 
Re In order to prevent grave injury to the physical or mental health of the pregnant 
oman. 

(iii) In view of the substantial risk that if the child was born it would suffer from such 
physical or mental abnormalities as to be seriously handicapped. 

(tv) As the pregnancy is alleged by pregnant woman to have been caused by rape. 

(v) As thee pregnancy has occurred as a result of failure of any contraceptive device or 


method d i SN 
a een by the married woman or her husband for the purpose of limiting the no. 


Note :- Account may be taken of the pregnant women’s actual or reasonably foreseeable 


environment in determining whether the contin : 
injury to her physical or mental health. mance of @ pregnancy would: involve: # grave 
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FORM I 
[See Regulation 4 (5)] 


Name of the State. 


Name of Hospital/approved place. 


Duration of pregnancy (give total No. only) 


a) Upto 12 weeks 

b) Between 12-20 weeks. 
Religion of woman. 

a) Hindu 

b) Muslim 

c) Christian 

d) Others 

e) Total 

Termination with acceptance of contraception. 
a) Sterilisation 

b) I.U.D. 


Reasons for termination : (give total number under each sub-head). 

a) Danger to life of the pregnant woman. 

b) Grave injury to the physical health of the pregnant woman. 

c) Grave injury to the mental health of the pregnant woman. 

d) Pregnancy caused by rape. 

e) Substantial risk that if the child was born, it would suffer from such physical or 
mental abnormalities as to be seriously handicapped. 

f) Failure of any contraceptive device or method. 


Signature of the Officer 
Incharge with date. 


MTP Act 


FORM II 
[See Regulation 5] 


ADMISSION REGISTER bre 
(To be destroyed on the expiry of five years from the date of the last entry in the gister) 


Admission 
i a eae 


Date of termination 


Address Duration of Reasons on which 
Pregnancy Pregnancy is of pregnancy 
terminated 


ee a eS es Sa 
Date of Result and | Name of Registered Medical 


discharge of Remarks Practitioner(s)by whom the 
patient opinion is formed 


aS | es ea 


es. Mes 
Name of Registered Medical 


Practitioner by whom 


kkkuek 
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ABORTION STATISTICS 


Table 1: Estimated Number of Abortions in India 


Regd. Non- 

Induced registered 

Abortions Induced 
es 
a ae 
nm es 
= em 
=~ maa 
m= ae 
ci oe. | eet | 

Source: 1 Database, CEHAT Mumbai-Pune, India 
. 2 Calculated from SRS CBR estimates 
3 Calculations based on Shah Committee’s (1966) assumption that for every 73 live births 


there are 25 abortions. It also assumed that, three-fifths of these are induced and two-fifths 
are spontaneous. Accordingly, number of estimated abortions = No. of live births * 25/73 

+ Family Welfare Programme in India Year Book, various years 

5 Calculated from - (Induced abortions — Registered abortions) 


Table 2: Performance of MTP in India over the Years 


No. of approved Increase in no. of No. of MTPs Increase in no. of Average no. of 
institutions institution over Performed MTPs over previous MTPs per 
previous year (%) year (%) Institution 


ee A a AA AT eS A A A LAS 

a a a a Ka! 
Ae ae 2 a as a 
oS Saas. ee aa 2 a A 
7979-80] 3942—OdPCC“‘~‘“‘S :SSCCSC*dS 880, 
ee a a SS 


[338075 


Source: Family Welfare Programme in India Year Book and Unpublished mpg eral bad ee 
and Family Welfare, cited in Chhabra, R. and Nuna S.C., Abortion in : , 


New Delhi. 


Table 3: Techniques of induced abortion 

= (2.62) — 

33 (18.33) Pr epee 
Wanna! other forelga bodies |S) 
44 (24.44) ae ee ee 
Oalnodeaa ee eee 
Mintramascular or injectable LY) eee 
Maswge od Oe 
PBR Cy vacuum aspiration |, 0.00) ee 
Heatapaicaten eee 
eee REARS (OE (XS LEN CE ROR 


Source: Traditional Practitioners of Delivery and Abortion in Tribal and Non-Tribal Areas of Orissa (Mimeo) 
and Swain S (1986), Techniq;ues of Abortion Practiced in Tribal and Non-Tribal Areas’, Indian 


Journal of Preventive and Social Medicine, Vol. 17, No. 1, March 1986. 


Table 4: Profile of the abortion providers at the institutions surveyed in the preparatory phase of a 
two-district study in Maharashtra 


Qualification of the abortion care providers 
Gynecs Allopath | Other Non- Parame | No Total 
(MD&DGO) | Trained Allopaths Allopaths dics/ information 
3 in MTP RMP 
we sii | 
Urban 59 (44.7) 32 (24.2) | 37 (28.0) 1 (0.8) 132 (100.0 
Rural 23 (30.7) 209 24 (32.0) | 21 (28.0 3 (4.0 75 (100.0) 
Type of Institution F sm9. ~ ao 
Public 5 (20.8) | 2(8.3) | 11 (45.8) 4 (16.7) 
| . ; 24 (100.0) 
Private 77 (42.1) | 4(2.2) | 45 (24.6) | 54 (29.5 
MTP Registration a a =o3 (100-0) 
8 (14.8) 2 (3.7) 
50 (32.7) | 1(0.7) | 2(1.3) 


Characteristics of the 
institution 


status 
Reaistered 27 (50.0) | 4(7.4) | 13 (24.1) 
Non-registered 55 (35.9) | 2(1.3) | 43 (28.1) — ones 


207 (100.0) 


Source: Research and Advoc amm : : : 
fuipublished, = > Programme for Improving Quality of Abortion Care, Cehat, Pune, India 
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Table 5: Pregnancy Outcome in Maharashtra 


Induced abortion 


a 
—) “ 


Spontaneous 
abortion 


Still births 
Le Ba hoe 
2 ae 
diwesfetas Eta 
2289. pees 
StS Seems 
[SER Siege 
inom" lia 
eae eee 
2a het: rem 
[Sas Ses 
cil Bt) sanees 
2 SES) | Eee 
it gee) aE 
cigs: 
ME see 
SAGA ams 
uae) See 
Pear" Stee 
eet Shared 
eRBB . Meme 
RABE) SSM 
SSE Hae: 
Ee: ea 


94.7 


Live b 8 
ents * RTD 
2S twee 
wees eee 
cats ee or] 
\webetiees a aa 
Cmte § ses 
Ders ' 2) ee 
jer  * e 
at ecard 
Deen ae 
i-im@? (eee 
eee 3 Bore 
rem * Be 
bre: | esl 
fide os 
(ee Boe 
Ree * ee 
ei ¢ 2 ee 
higek. > Naw 


bai 


Districts 


; Al S| lS. 
4 Al tS|. aelgl|. ‘913 |3| 0 


Osmanabad 
Greater Mum 


Centre for Operations Research and Training (2000), Rapid Household Survey - RCH Project 


1998-99 (district reports - Maharashtra), Vadodara, CORT. 


Source: 
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Andhra Pradesh 


Government of India, Family Welfare Programme in India Year Book: 1975-76 to 1997-98 


Source: 
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PRESS NOTE 


Femicides continued rampantly in many vn a 
Pre-Natal Diagnostic Techniques (Regulation an 


force from Jan 1 1996. The 2001 
Misuse) Act, 1994 was in force Je eae Papeete 


ining to sex f 
pengus figures) 77 : testimony that the number of 


opulation bear adequat 
hee in the population declined drastically. An even eee 
decline noticed in states like Haryana, Maharashtra, Punjab, 
Gujarat and Tamil Nadu - stated in the press note released by Cehat on 
15th May, 2000 in Mumbai. 


The PNDT Act, Sex-Selection and Femicide - Supreme Court Order of 4% 
May 2001 


Involvement of some of the researchers presently in CEHAT with the issue of 
sex-determination and the related femicide (this includes, sex-selection of 
embryos, sex-selective abortions and female infanticide and all other methods of 
averting the natural formation of a female foetus) dates back to the mid-eighties 
when along with women's groups and health groups we campaigned against 
sex-selection using techniques like amniocentesis, chorionvilli biopsy and ultra 
sound. Also at that point sex pre-selection using separation of X and Y 
chromosome by concentrating the Y chromosome and implanting this into the 
uterus (Ericsson Method) was introduced. The campaign resulted in the 
Maharashtra government appointing a committee, which followed formulation 
of an Act at the state level in 1988. 


Given the concern of the then Health Secretary of Maharashtra and other 
organisations this issue was taken up at the Central government level resulting 
in the formulation of the Pre-Natal Diagnostic Techniques (Regulation and 
Prevention of Misuse) Act, 1994 which was brought into force from Jan 1 1996. 
Despite this Act being around for over five years female femicide continued 
rampantly in many states. The 2001 census figures pertaining to sex ratio of 
the 0-6 year population bear adequate testimony. There had been a declining 
trend of females in the sex ratio all these years but the 2001 census shows an 
even greater decline, especially in states like Haryana, Maharashtra, Punjab, 
Guj arat and Tamil Nadu. (see attached table). Thus Sabu George (individual 
activist), CEHAT (Centre for Enquiry into Health and Allied Themes) from 
igen ise Pune and MASUM (Mahila Sarvangeen Utkarsh Mandal) from 
4 aig page ie 5 intervene and bring this issue back on the national agenda by 
de - ee ‘a oe ase Litigation (PIL). CEHAT’s decision to be co-petitioner for 
} aagtebiateed stated PIL was primarily a result of its commitment to women’s 

and rights issues, ethical medical practice, and upholding human rights. 


The PIL was filed in Feb. 2000 with two 
| goals. One, to activate th 
— gees ea for ngorous implementation of the central sire ng mtr 
= , to interpret the legislation and/or to demand amendment to ensu 
at the techniques which use pre-conception or during-conce tion i 
selection like, for instance, the Ericsson method (X and Y are 


separation) and Pre-implantational Genetic Di 
0 ote Taree eee gr c Diagnosis (PGD) are also brought 


The petition draws attention to the gross misuse of reproductive technology in a 
society characterised by a strong bias against the female child. Even as femal 

infanticide is yet to be eradicated, techniques like PGD have widened the ga a 
the already skewed sex ratio. Sex-selective abortion needs of society Gnde its 
roots in the patriarchal social norms and the low status accorded to women 

The new reproductive technologies - unregulated and abused - are now further 
perpetuating these practices which are discriminatory and unethical from the 
standpoint of medicine, as well as violative of human rights of women. That a 
link exists between elimination of female foetuses during pre or intra conception 
or infanticide and the widening sex ratio has long been accepted by 
demographers. The sophisticated technique of PGD helps couples with 
genetically determined conditions, but this does not out-weigh the damage 
caused by its misuse by unscrupulous practitioners. 


While the Act was brought in as a secular initiative of health and women’s 
activists and the governments, there was no effort in pushing for 
implementation of the Act. It suffered the same fate as that of other social Acts 
like those against dowry, child marriage, Sati etc. The machinery required to 
enforce this Act at the state and district levels was not put into place, the 
required allocation of resources needed were not provided and there was 
general disinterest on the part of various governance bodies to take this Act 
seriously. Further the family planning program's insistence on the small family 
norm (2 children or even one child now) coupled with the son preference bias in 
India added pressure on families to look at sex-selection as a via media for their 
desired family composition. And also the medical profession and its 
associations like IMA and FOGSI remained silent over such malpractice by their 
members. So the State's complacency coupled with socio-cultural "demands" 
and the unconcern of the medical profession led to the failure of enforcement of 


the Act. 


The Supreme Court passed an order on 4th May 2001 which aims at ensuring 
the implementation of the Act, plugging the various loopholes and launching a 
wide scale media campaign on the issue. (Find attached a copy of the SC order). 
As regards this order, the second goal of filing the PIL that is amendment of the 
Act to include pre and during conception techniques, like X and Y chromosome 
separation, PGD, certain ayurveda/herbal methods etc. has not pars 


considered - there is no specific order on that. The order largely concerns 
d infrastructure in place. 


the implementation of the Act and putting the require Eel 
However, the order entrusts the responsibility to the Central Supervisory ar 
of examining the necessity to amend the Act keeping 1 ane —<— 
technologies and difficulties encountered in implementation of the Act an 


make recommendations to the Central Government. 
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The favourable judgement of the Supreme Court of May 4, 2001 is a positive 
step forward. Unless it is backed by stringent implementation by the state and 
complemented by people based advocacy, it would only be another women- 
centred judgement which would remain on paper without having any impact at 
the ground level. 


As a result of this case the IMA at the national level seems to have made a turn 
around and has issued a warning to its members. The FOGSI too has shown 
some concern through its newsletter. The government, that is the Dept. of 
Family Welfare too has got energised thanks to Minister Dr. CP Thakur and 
Secretary Mr. Nanda and they have issued an advertisement in national dailies 
saying that it is a crime to carry out sex selection and have also activated the 
Central Supervisory Board by calling a meeting. This is a step forward and we 
hope that all stakeholders, the State, the medical profession, NGOs, activists, 
women and health groups, journalists and media etc. come together to see that 


the provisions of the PNDT Act are implemented to its fullest extent. 
Ravi Duggal 


Coordinator CEHAT 
Date: 15-5-2001 / 3 pm / Mumbai 
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Sex Ratio in India by states, childhood population and total population 
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THE TIMES OF INDI: 


(BOMBAY) 


MCI wants ban on doctors 


supporting female foeticide. 


* Sex de tion centres are 


By Kalpana Jain tion ) itself has been urging its 

The Times of india News Service members to give up these practices. also required to check certain med- 
NEW DELHI: The Medical Coun- At an IMA meetin gynaecologists ical conditions, like hereditary dis- 
cil of India (MCI) has recommend- came up with shocking disclosures cases, where women are the carri- 
ed de-registration of doctors who of the unethical practices. This meet- ers of the diseased chromosomes, 
ing revealed the following: where the affected male foetus may 

need to be aborted. Therefore, 


are supporting female foeticide by 
conducting sex-determination tests 
and medical termination of such 
pregnancies. | 

The MCI’s recommendation, 
which forms part of its revised code 
of ethics for doctors, has been for- 
warded to the Union ministry for 
health and family welfare. The MCI 
can de-register doctors who break 
the ethical code. 

Sex determination of the unborn 
baby is being performed with the 
help of techniques such as ultra- 
sound and XY separation of chro- 
mosomes at centres all over the 
country leading to an unchecked 
practice of female foeticide. 

The MCI’s recommendation 
should serve as a warning to doctors. 
In fact, the Indian Medical :Associa- 


' * In several cases, the sex of the 
foetus being terminated may not be 
clear as doctors are doing ultra- 
sonography at nine to 11 weeks of 
gestation. At this stage, it is not pos- 
sible to make out the sex of the foe- 
tus. The earliest doctors can make 
out the sex of the child is 13 weeks. 

* At some centres, the woman is 
asked to go through repeated ultra- 
sonographies— this is just a way of 

ing more money. 

* The charges at these sex deter- 
mination centres may vary from Rs 
150 to Rs 5,000, eens on the 
area they are located in. 

* Female embryos are selectively 
thrown away at fertility centres 
where couples come for assisted re- 
production procedures. 
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these centres cannot be totall 
banned, but the malpractice stewed 
checked. 


to be 
In the U.S., ethical guidelines for 


lines for medical practitioners prac- 
tising sex selection two years ago. 
The college said doctors should 
participate in such a practice only 
when it is medically indicated. 

The present code of ethics for 
doctors states that the doctor will 
maintain the “utmost respect for 
human life from the time of con- 
ception”. This has now been made 


more specific. 


‘Illegal scan centres prolife 


|i [aco ao {a 


By Ramya Kannan 


CHENNAI, APRIL 4. Even as the State Government 
has submitted an ‘action taken report’ on im- 
plementation of the Pre-Natal Diagnostic 
Techniques Act (1994) to the Supreme Court, 
NGOs allege that unregistered scan centres are 
proliferating. 

Voluntary organisations, working with grass 
roots women in villages, say shoddy imple- 
mentation of the Act is the main cause for the 
mushrooming of these centres and their hec- 
tic business. “The Act was passed in 1994 and 
the rules were out by 1996. However, nearly 
four years down the line, we still have a num- 
ber of illegal centres operating throughout the 
State, revealing the sex of the foetus and en- 
abling sex selective abortions,’’ says Ms. P. 
Phavalam, convener of the Campaign Against 
Sex Selective Abortion (CASSA). 

Sources at the Health Department admit 
that there are a number of defaulters. Accord- 
ing to official records, there are 341 centres 
which have not been‘ registered, because of 
non-compliance with regulations. Memos 
have been sent to those running the centres, 
ordering them to ‘comply’ or ‘shut down’. The 
deadline for registration expired in May 1999. 


The Supreme Court, acting on a public in- 


terest litigation petition seeking implementa- 
tion of the provisions of the Act, in early 
February, ordered all States to present an ‘ac- 
tion taken report’ by March 30. According to 
the report submitted by Tamil Nadu, 561 cen- 
tres have been issued licences throughout the 
State, out of 940 applications received. Licenc- 
es for 41 scan centres are pending ‘consid- 
eration of application’. Activists point out that 
the number of diagnostic institutions regis- 
tered is the lowest in Madurai, Theni, Dindu- 
gul and Dharmapuri districts, which have an 
established history of infanticide. 

Asum of Rs. 4,000 is being charged as regis- 
tration fee for nursing homes, Rs. 3,000 for 
scan centres which do not operate within hos- 
pitals and Rs. 2,000 for ‘counselling centres’. 
“The fee is not high, certainly considering the 
amount they: make on a daily basis. We are 
now in the process of ferreting out these tru- 
ants and getting them to comply”, Health De- 
partment sources say. 

Another point of contention between the 
NGOs and the State is the appointment and 
functioning of the district advisory commit- 
tees and the State Level Advisory Committee. 
While officials insist that every district adviso- 
ry committee, which consists of a gynaecol- 
ogist, a paediatrician, a social worker and an 
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rating in TN’ 


Ctivist from a woman's organiSation has been 
formed, NGOs contend that it is hardly the 
case. Mr. Jeeva of the Society for Rural Devel- 
opment, a Madurai-based NGO, says, “We did 
a check on the members who had been ap- 
pointed at the district level and found that 
most of them had not even been informed of 
their appointment”. 


All unregistered centres facilitating pre-na- 
tal sex selective abortion must be closed down 
with immediate effect, activists urge. The dis- 
trict and State level advisory committees 
should be established and given more powers 
under the Act to ensure strict monitoring of 
the activities of the scan centres. 


Though Census 2001 indicates a rise in the 
overall sex ratio (947 in 1991 to 986 in 2001) of 
the State, activists point out that the juvenile 
sex ratio (0-5 years) does not show similar 
promise. The juvenile sex ratio as made avail- 
able by Census 2001 is 939/1000. This is a sub- 
stantial drop from the 1991 figure of 948/1000. 
Ms. Phavalam says, “If there are only 939 girls 
for every 1000 boys in the 0-6 age group, then 
that is an alarming trend. The State will have 
to step up action and counter it before it leads 
to disastrous resuirs — 


Without My Daughter 
Killing Fields of the Mind 


ye \4 | 20E| 

HE census . commissioner 

J K Banthia has brought out 
with lightning speed the first set of 
provisional tables based on the de- 
cennial census of 2001. The data re- 
late to population size, density, sex 
‘composition, literacy level and 
decadal growth rate. 

The most alarming finding is the 
sharp decline in the female/male 
ratio (sex ratio) among the chil- 
dren in the zero,to six age group as 
against an increase in the sex ratio 
of the total population. In 1991, the 
sex ratio for the total a seam 
was 927 (females per 1,000 males); 
it increased to 933 in 2001, an in- 
crease of six points. In contrast, the 
sex ratio of the child population 
(zero- six age group) which was 
945 in 1991 decreased to 927, a 
decrease of 18 points. 

One more figure will give a clue 
to the increase in the overall sex 
ratio. If we consider the population 
aged seven years and above, the 
sex ratio works out to 923 in 1991, 
and it increased to 935 in 2001, an 
increase of 12 points. In short, the 
girl child (below six years) has lost 
out badly in spite of numerous 
projects and programmes, semi- 
nars and conferences focusing at- 
tention on the girl child for over a 
decade. It would be wrong to think 
that the 2001 figure is a anomaly. 

" In fact, the decline in the sex ratio 
of the child population is a secular 
trend. In 1961, the sex ratio in the 
Z€rO-six ae group was 976, it de- 
clined to 964 in 1971, 962 in 1981 
and 945 in 1991. But the sharpest 
decline has been during 1991-2001. 


But what is alarming about the D 


2001 census data is the drastic de- 
cline in Punjab, Haryana, Hi- 
machal Pradesh, Gujarat and also 
in Chandigarh and Delhi 

‘ In Punjab, the sex ratio (zero-six 
age ape declined from 875 to 

793 (a decrease of 82 poifts), in 
Haryana from 879 to 820 (-59 
points) in Himachal Pradesh from 
951 to 897 (-54 points), in Gujarat 
from 928 to 878 (-50 points), in 
Chandigarh from 899 to 845 (-54 
points) and in DeJhi from 915 to 
865 (-50 points). 

Migration cannot explain this 
phenomenon which must be the 
consequence of female foeticide 
on a massive scale if not female in- 
fanticide and higher female child 
mortality rates. The census com- 
missioner rightly observes in his 
report: One thing is clear — the 
imbalance that has set in at this 
early age group is difficult to be re- 


« moved and would TEMAIN [Odadgsand 


By ASHISH BOSE 


the population for a long time to 
come. To say the least, demograph- 
ically the sex ratio of 927 of the 
population in the age group Zero- 
six does not pied to augur well 
for the future of the country. 

In 1980s we had classified the 
demographically backward states 
as B U_ states (Bihar, 
Madhya Pradesh, Rajasthan and 
Uttar Pradesh). The 2001 census 
results fully validate our diagnosis 
of India’s population problem in 
terms of the adverse role of these 
four BIMARU states. In fact, 
the situation has worsened. 

To take note of the alarming 
data from 2001 census, we should 
coin another acronym — DE- 
MARU where D stands for daugh- 
ters and MARU stands for killing. 
In English E will denote elimina- 
tion. On the basis of a statistical 
cut-off point of 50 points decline in 
the juvenile sex ratio, we would 


e The BIMARU states are 
responsible for India’s 
adverse sex ratio 


© Technology and tradition 


have combined to work 
- against the girl child 


e Increasing greed goes with 
‘increasing dowry, so female 
foeticide is considered a 
desirable option 


Classify Punjab, Haryana, Hi- 


machal Pradesh and Gujarat as 
U states. 
According to a recent report 
cr Takht jathedar Joginder 
in 
Sikh community. that acts of fe- 
male foeticide were violative of 
Sikh principles and that offenders 
would be ex-communicated. This is 
a good move. But what will 
Gujarat and Maharashtra do? 
And the hill people of Himachal 
Pradesh and Uttaranchal? 
Persons who are conversant 
with the field situation in Punjab 
and Haryana are aware of the mis- 
use of medical technology (which 
Started with amniocentesis but 
now it is the widespread use of 
sree techniques like ultrasound 
and imaging) to determine the sex 
of the unborn child culminating in 
female foeticide. In spite of the law 
which hege such misuse, it is 
more than clear that the law can- 
not be enforced unless the govern- 
aient hires thousands of private 
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Vedanti has notified the 986-(an increase of 35 


detectives. The doctors know how 
to dodge this law. For example, 
they will never put down anything 
on paper. Uttering the word nega- 
tive is enough to convey that it isa 
girl. For historical reasons, the son 
complex is very strong in north- 
west India but what is shocking 
about the 2001 census results is 
that the decline in sex ratio of the 
child population is in every state of 
India with the exception of Kerala, 
Mizoram and Tripura where the 
sex ratio has increased slightly. 

States like Gujarat and Maha- 
rashtra have also joined the ranks 
of Punjab and Haryana in the per- 
verse practice of foeticide. Even in 
Uttaranchal, an offshoot of the 
erstwhile Uttar Pradesh which is 
advanced in terms of the literacy 
rate (72 per cent), the sex ratio has 
decreased by 42 points. In 
Maharashtra, it has decreased 
by 29 points. ; 

The figures for the districts is 
even more shocking. During the 
last decade, in Punjab, the sex ratio 
Sipe age group) declined from 

4 to 754 (by 120 points) in Fate- 


came down from 939 to 836 
(by 103 points). The perverse im- 
pact of Punjab is evident in all the 
districts of Himachal Pradesh 
neighbouring Punjab. In the 
remote Lahul and Spiti district, 
the sex ratio incr from 951 to 
oints). 
ujarat, 
to 798 


In Mehesana district of 
it decreased from 897 
(by 99 points): 

The unholy alliance between 
tradition (son complex) and tech- 
nology (ultrasound) is playing hav- 
oc with Indian society. The mind- 
less consumerism which is being - 
propagated for 24 hours on TV 
channels is helping this. process. 
Increasing greed goes with in- 
creasing dowry. The message for 
would be parents is clear: If 
you produce girls you will be 
financially cs em Better to 
spend a few thousand rupees 
now on pre-birth sex determina- 
tion tests and sex selective 
abortions rather than spend 
lakhs of rupees on do after 
_— of saving. Who will lament 
orthe unborn daughters? . 


1 S MAY 2001 


Will misuse of advances in techno- 
logy only further aggravate gender 
inequalities? In India, most fami- 
lies set great store by the male prog- 
eny; it is taken for granted that only 
ason can carry forward the lineage 
and the scriptures are freely quoted 
to sanctify this belief And now the 
Genetics & IVF Institute in Ameri- 
ca offers pre-conceptual gender 
selection for a price. Sustained 
gender selection will have serious 
ramifications in countries like 
India where the gender ratio is 
already tilted in favour of the male. 
Nina Puri, president of the Family 
Planning Association of India and 
chairman of the South Asia region 
of the International Planned 
Parenthood Federation, talks to 
Sandhya Mulchandani about the 
repercussions of the misuse of 

this technology: 


Indians have always had a marked © 
preference for sons. Why is this so? 

This phenomenon is not restrict- 

ed to India, it’s a universal problem 
and particularly an Asian one. It has, 
however, persisted in India despite a 
growth in living standards. It 
cuts through all classes of so- 
ciety, be it the rich or poor — 
not having a male heir is 
looked upon as something 
to be ashamed of. The pref- 
erence for a son is deeply 
_ embedded in our psyche. 
Moreover, our scriptures 
endorse this. 
Are you saying that econom- 
ic progress, education and a 
general rise in living stan- 
dards have had no impact on 
this preference for male children? 

That’s right. The 2001 census en- 
dorses this. In Haryana, for example, 
the sex ratio has decreased from 865 
females per 1000 males in 1991 to 
861 in 2001. In Punjab, it has gone 
down from 882 females per 1000 
males in 1991 to 874. But the most 
alarming statistic here is in the 0-6 
year range, where it has gone down 
from 875 females per 1000 males in 
1991 to 793 — a marked decrease in 
the number of female children be- 
ing born. This, despite literacy levels 
rising by almost 11 per cent. People 
have changed, but not dramatically. 
It is not that they want to educate 
their daughters less; they want to ed- 
ucate their sons more. 

So while education and economic 
development are important, these 
factors alone have not been able to 
change the social mindset. Social 
problems like dowry continue. 
There is still a marked preference 
for sons — whether it is the middle 
classes, businessmen or lower 
income groups. | 
We've had population management 
for the last few decades. What effect 
has it had? 


Population management is hap- 
pening in some states and people 
are having ser children. But in 
many cases and especially in rura 
India, because ~ hee are ted chil 
dren being born, parents want to en- 
sure that there are at least two sons 
in each family. They continue to be- 
lieve that having a daughter is like 
watering someone else’s fields. 

And now comes an American 
company offering gender selection 
at a price. 

Well, this is an unholy alliance be- 
tween tradition and technology. 
Preference for sons is often quoted 
as being the root cause for the high 
fertility rates in India. Before this 
new technology, there used to be fe- 
male infanticide, and that is still 
prevalent in some Indian states. Di- 
agnostic technology and testing fa- 
cilities like ultrasound and amnio- 
centesis have made huge inroads in 
rural India. Clinics have also mush- 
roomed throughout the country 
which enable people to choose to 
abort female fetuses. For example, in 
a small town like Palwal alone, there 
are reportedly over 150 ultrasound 
clinics. To add to these existing prob- 


te oe, & daughter is like watering 
¥ |8someone else's fields 9? 


lems, technologies like MicroSort 
will further upset the balance. 
How does the new technology work? 

The clinic is said to have perfected 
a technique that is able to separate 
the male from the female sperm b 
making use of the fundamental dif- 
ference between male and female 
sperms. The female sperm carries an 
‘X’ chromosome and has a larger 
percentile of DNA that makes it 
possible to distinguish it from the Y 
chromosome carrying male sperm. 
The-process first made news in 1998 
and it has been found to work more 
for girls than for boys. However, 
intrauterine insemination may not 
happen at first shot; most need an 
average of thiee trials before the 
impregnation takes off, pushing up 
costs further. 

What about patents? Can Indian 
clinics use this technology? 

While the United States Drug 
Administration (USDA) has per- 
mitted this technology to be patent- 
ed in North America, com to Aus- 
tralia and Japan, countries like India 
and South Korea (where there is a 
cultural preference for boys) are 
free to pursue this technology. 


irl Interrupted 


What are the repercussions of selec- 
tive breeding? How will it alter 
national demographics? 

With technology becoming 
cheaper and more accessible, it will 
impact a large cross section of soci- 
ety. While it may only be a few who 
can afford it at the moment, imagine 
gender determination tests being 
freely available in states like 
Haryana and Punjab that already 
have such low male-female ratios, 
This gains expediency given India’s 
preference for first-borns to be 
male. Who is going to send their 
only sons into the armed forces or 
for that matter to the police or to 
other high-risk careers? Fewer girls 
in society will not alter the natural 
desires in human beings. 

_ This abnormality in gender ratios 
is going to manifest itself socially as 
increase in rape, prostitution, incest, 
homosexuality and other deviations. 
It will also have a lasting impact on 
social interaction, changing what is 
intrinsically Indian like the family 
structure. For starters, there will be 
fewer marmiages. And this is just the 
beginning. The next step would be 
babies with fairer skin, lighter eyes 
and higher intelligence. We 


‘Population manage- gon volcano You 
ment is happening in moral dilemmas we will 
some statesand people _have to face. 
are having fewer children. Some believe that sex selec- 
But especially in ru ral tion may bea Peper evil 
India, parents continue to eaih, referee pain oar 
i : deaths, female infanticide 
§ believe that having a and domestic violence that 


continues to be played out in 
so many families in India. 


I agree that this may be 
the perception at a micro 
level. There are those who feel that 
to pre-determine sex may be better 
than the moral trauma of having to 
abort a child. But when this contin- 
ues, its context is taken away from 
the immediate environs of a family 
and takes or larger, macro dimen- 
sions. On a national level it impacts 
economic, political, and social devel- 
opment. Continued over a period of 
time, these changes can become a 
phenomenon changing the very fab- 
ric of society. What companies like 
MicroSort will do is remove the 
guilt that is associated with aborting 
an unborn fetus. 


Isn't it ironical that technology 
today is being used to perpetuate 
gender bias? 


It is absolutely ironical. On the 
one hand, the whole world is crying 
out to correct gender inequality, 
empower women and provide 
them with equal economic opportu- 
nities. On the other hand, new 
technology is being misused to 

erpetuate gender — inequality. 

omen have been discriminated 
from creation to cremation. It is a 
complete paradox. 
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Scanning for aeath 


In a region in Tamil Nadu where female infanticide is endemic, increasing instances of foeticide 


employing modern tools of medical technology raise a range of questions. 


ASHA KRISHNAKUMAR 


in Usilampatti 
At noon on an unusually hor 
( \November day, the village street is 
deserted except for the occasional cyclist. 
In one particular building, however, there 
is a throng of people, most of them 
women, their numbers so large that they 
ost spill out on to the street. Here is 
an ultrasound scan centre which offers 
pre-natal diagnostic facilities, ostensibly 
to monitor the health of the foetus bur, in 
many cases, to determine its sex fora dead- 
ly purpose. 

Over by a corner, quite oblivious to 
the presence of others, Sarasamma, who 
has just had her foetus scanned, and her 
mother-in-law are arguing loudly, but in 
a chilling matter-of-fact tone, about when 
to snuff out a life: should the female foe- 
tus chat Sarasamma bears be killed in the 
womb or should they wait a few months 
for the baby to be born and then starve 
her co death? 

This is Usilampatti taluk in 
Madurai district in southern 
Tamit Nadu, where girls are born 
to die — or, as is increasingly the 
case, are denied eve © = chance 
she born. Female _iticide is 

»ywn co be endemic in the area 
but the State Government claims 
that such instances have declined 
following the introduction in 
1992 of a number of schemgs to 
address this ‘sociological’ crime. 
However, the situation is still 

_serious: despite awareness cam- 
paigns organised —by ——the— 
Government and the fear of the 
law following the arrest in 1996 
of Karupayee on charges of 
killing her girl child, female 
infanticide continues co be prac- 
tised here widely. 

As | discovered during a visit 
ro some villages in Usilampacti 
taluk in mid-November. many : 
motners seem cc starve or suffo- 
ate their temale children to 
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“natural”, Women waiting outside a scan 
centre in Thirumangalam village spoke of 
one instance in Pudipuram village in 
which a baby girl had died within five 
days of birth: she had been starved to 
death. In Kumuli village, a 15-day-old girl 
had been buried alive. And in Sadachipatti 
village, a baby girl was left in frone of a 
table fan running at full speed. She died 
within a few hours. 

Increasingly, female foeticide is being 
widely practised in many villages in Madurai 
district and the neighbouring Salem district. 
Advances in medical technology are being 
misused to aid the practice: in recent years 
there has been a proliferation in the number 
of scan centres even in remote villages that 
otherwise have only the most rudimentary 
public health facilities. There are 13 scan cen- 
tres in and around Usilampatt taluk — chree 
in the town, five in Theni, ovo at 
Thirumangalam, and one each at Andipatt, 
Vathalagundu and Kalluparti. In Madurai 
city, 40 km from Usilampatti town, there are 
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lampattl. Such centres have proliferated In villag 
the most rudimentary public health facill‘ies. 


over a hundred scan centres. 

All the scan centres in Usilampatu taluk 
operate illegally — chey have not obtained cer- 
uficates of registration from the appropriate 
authority as required under law, For Rs. 150, 
the centres scan foetuses to determine the sex 
— in blatant violation of the law and medical 
ethics — and discreetly disclose the one bit of 
information that will decide whether or nor 


the foetus will be allowed to live: its gender. 


PeeING from the scanning room, 
Rajathi is crying unconwollably: irisagirl. 
Certain that she will not be able to face her 
husband and mother-in-law, she decides to 
go back to her parents’ village and abort the 
foetus. Some of the women in the village will 
help her; their methods will be crude and will 
probably put Rajathi’s own life ac risk, but her 
mind, conditioned by traditional social val- 
ues that look upon female children as a “bur- 
den” on the family, is made. 

Amaravathi too has discovered that 
she bears a girl child, but unlike Rajathi, 
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she contemplates abortion with noncha- 
lance. “Of course, I will abort the foetus, 


she says. “Rajamma, who retired asa nurse 


in the Usilampatti Government Hospital, 
will pérform the abortion, as she has done 
for many others, charging less than what 
the private hospitals charge.” 
In = Ayankoilpatti, —__[champatti, 
Kalyanipacti, Thummakundu, Lingan- 
ayakanpatti, Pudhipuram and 
Pothampatti villages, women who are 
even seven months into their pregnancy 
have gone in for abortions after a scan 
revealed the sex of the foetus. In Vadipatti 
village, a 25-year-old woman died while 
trying to abort her seven-month foetus. 


EX-DETERMINATIO sts and, 
S consequently, female foeticide became 
known in India in the 1970s. 
Amniocentesis, an invasive sex-determi- 
nation test, was prevelentin the 1970s and 
the carly 1980s in Delhi and spread rapid- 
ly to other >arts of the country, particu- 
larly toh ishtra (Frontline, July 9-22, 
1988). According to some independent 
estimates, of the 8,000 abortions done in 
Maharashtra in 1987, 7,999 involved 
female foetuses. With public outrage 
against amniocentesis mounting, the 
Maharashtra Government enacted a law 
on May 10, 1988 to regulate pre-natal 
diagnostic centres. None of the other 
States or the Central Government, how- 
ever, did so. It was only in 1994 that the 
Pre-Natal Diagnostics (Regulation and 
Prevention of Misuse) Act was put in 
place. 

Under the Act, pre- 
natal ¢’agnostic scans are 
permitied solely to detect 
genetic abnormalities at 
the pre-natal stage. The Act 


forbids sex-determination 9 Sa ee 


tests. Chapter II] Section 
6(b) of the Act states: “No 
person shall conduct... any 
pre-natal diagnostic tech- 
niques ... for the purpose of 
determining the sex of a 
foetus.” Further, Chapter 
II] Section ““7) of the Act 
states: “N son con- 
ducting pre-natal diagnos- 
tic procedures shall 
communicate ... the sex of 
the foetus by words, signs 
or in any other manner.” 
The Tamil Nadu 
Government framed the 
rules and gazetted the Act 
in January 1996. Section 
“Ti of the Government 


of India Gazette Notification states: 
“Every clinic shall prominently display on 
its premises a notice in English and in the 


local language or languages for the infor- 
‘mation of the public, to the effect that dis- 


closure of the sex of the foetus is 
prohibited under law.” 

Under Section 10(1) of the Gazette 
Notification, before conducting any’ pre- 
natal diagnostic procedure, scan centres 
are required to obtain from the pregnant 
woman a written consent “as specified in 
Form G, in a language the pregnant 
woman understands”. By signing Form 
G, the pregnant woman “undertakes not 
to terminate the pregnancy” if the pre- 
natal tests disclose no foetal deformity or 
disorder. She is further required to state 
that she “understands that the sex of the 
foetus will not be disclosed” to her. 

Owing to poor implementation of the 
Act, however, sex-determination tests 
continue to be carried out with impuni- 
ty. And sex-specific abortions, assisted in 
many instances by doctors and ;aramed- 
ical personnel, continue to be performed, 
sometimes at great risk to the woman. The 
long-term sociological consequences of 
these unlawful, unethical acts are serious 
in the extreme. 


A CCORDING to Census of India 
4 \qdata fc: 1991, the sex ratio (defined 
as the number of females per 1,000 males) 
for the juvenile population (0-6 age 
group) of Tamil Nadu was 948, against 
the national average of 945. However, the 
figures in respect of three districts in 


A scan centre In Madural. 
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Tamil Nadu — Salem (849), Dharmapuri : 


(905) and Madurai (918) — are revealing. 
Salem district, in fact, recorded the low- 
est juvenile sex ratio in the country. The 
three districts accounted for 41 our of 46 
blocks in Tamil Nadu which had a rural 
juvenile sex ratio of 900 or less. The State 
Government's claim that instances of 
female infanticide have declined in 
Usilampatti taluk after the initiation of a 
number of schemes in 1992 is not borne 
out by data compiled for 1995 by prima- 
ry health centres in the State. Female 
infant mortality rate (defined as mortali- 
ty in the first year per 1,000 females 
born) in Dharmapuri district was 100.1; 
in Madurai it was 70; and in Salem it was 
85.4. The figure in respect of the whole 
of Tamil Nadu was 44.3. Specifically, the 
early neo-natal female mortality rate (thas) 
is, death within six days of birth; 
Dhai..:apuri district was 76; in Maduras 
it was 43.4; and in Salem it was 60.4. The 
State average was 24. 


if SET out from Madurai for Usilampatti 
taluk along with members of the Society 
for Integrated Rural Development 
(SIRD), a voluntary organisation which 
has been active in the area for 20 years and 
which in 1986 first highlighted the 
instances of female infanticide in the 
region. They are: SIRD field director M. 
Vasu and field officers C. Maunam, P. 
Pavalam and C. Jayamani. The economy 
of the region is primarily zgrarian, and as 
we approached Usilampatti town, the 
landscape turned from fertile to dry. The 
disparity in living condi- 
tions in the different areas 
g was striking. In the fertile 
¥ areas, the houses were rev 
lar constructions and . ) 
television sets, refrigerators, 
mixies, grinders and sofa 
sets. In contrast, in the dry 
areas, the houses were 
thatched structures and had 
few belongings. 

—wele were to meet a few 
SIRD members; since most 
of them were apprehensive 
about talking to us in their 
villages, we had arranged to 
meet them at the SIRD 
office at Periyasemmet- 
tupatti, two km from 
Usilampatti town. By the 
time we reached the village. 
28 women from nine sur- 
rounding villages had gath- 
ered, Initially most of them 
claimed that they had never 
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“Cradle babies” at Usll 


committed female infanticide or foeti- 
cide. But even 2 narrated instances 
in “other families , some of them broke 
down and confessed to having committed 
similar crimes. 

Santhosam from Sadachipatti village 
said: “Female infanticide still goes on, but 
after the arrest of Karupayee the methods 
used are different.” 

Rasamma of Kalyanipatti village 
explained: “We no longer kill the girl baby 
-rieh the potsonous sap of the oleander 
__ Jas traces of the poison can be detect- 
ed (in post-mortem examinations). We 
make the death appear natural. For 
instance. we starve the baby to death or 
asphyxiate it... Women who cannot afford 
a scan or an abortion prefer these meth- 
ods.” Poomani of Ichampatti village said 
that in some instances, the baby was 
buried alive within the compound of the 
house. 

Among those who go in for sex- 
determination scans and learn that the sex 
of the foetus is female, not everyone opts 
for or can afford an abortion in a hospi- 
tl. Annakodi recalled that in Pothanpatti 
village a woman tried to abort her female 
foetus with an oleand-- stem. The abor- 
tion was incomple ..d4 the woman 
developed high fever and fits. She was 
rushed to hospital bur died a day later. 


Some women undergo abortions in their 
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houses with the help of hospital nurses. In 
Vadipatti village, a six-month foetus was 
aborted thus in October. Early in 
November, a five-month foetus was said 
to have been aborted in Iyyamkoilpatti by 
a retired government hospital nurse. 

A few others go to Madurai and 
undergo abortions at one of the dozens 
of private hospitals there. ~ 


S EVERAI. sociological factors influ- 
ence the preference for male children 
that is at the root of female infanticide and 
female foeticide. The heart-rending tale of 
Thedaselvam exemplifies some of them. 
Frail and anaemic, she had tried to abort 
her five-month-old foetus but her hus- 
band, who had lost both his legs in an acci- 
dent, had prevented her. His overriding 
concern was that if she died owing to com- 
plications arising from an improper abor- 
tion, there would be no onc to look after 
him and their-eight-ycar-old son and six- 
year-old daughter: the family survives on 
the Rs.15 a day that Thedaselvam earns 
as a farm labourer. But Thedaselvam 
asked tearfully, “What will | do if this too 
is a girl? The expenditure we incur on a 
girl all through her life is enormous (there 
are six occasions on which ceremonies are 
to be performed for a girl). Foxghe mar- 
riage, which entails a huge expenditure, 
we have to give at least 10 sovereigns of 
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all this?’ 
According tO Mauna, the 

lice Of giving huge dowries began in 
the ear! 1960s. With the opening of 
+4 the: Vaigai dam, there was'a boom in 
thé ‘agricultural’ economy tin “the 
“region; ‘some people ' ‘were : bette: 
§. equipped to benefit.from it, and 
“income disparities” widened 


Consanguineous marriages gave way 
to a system whereby the rich offered 
huge dowries in order to get “good 
bridegrooms” from outside the -. 
ly. The “offers” were soon replaced by 
"demands", which over time became 
increasingly unrealisable for all but the 
most affluent. = 

Gender disparity manifests itself 
in several other ways in a patriarchal 
society and contributes to the shaping 
of a mindset that perceives girl chil- 
dren as a “burden”. 

In 1992, the State Government 
acknowledged for the first time the 
seriousness of the problem of female 
infanticide. It introduced several 
schemes, including one under which 
parents could abandon “unwanted” 

girl babies in cradles kept in noon meal 
centres, primary health centres and 
orphanages; the babies would then be 
brought up in State-run orphanages. 
About 50 babies were thus found aban- 
doned in Usilampatti. But the scheme fiz- 
zled out because many babies that were 
“adopted” by the State died. According to 
data compiled by the Social Welfare 
Department, 133 babies were found 
abandoned in cradles in Usilampatti and 
Salem between 1992 and 1996. Of these 
70 died. 

Another scheme, under which the 
State Government was to invest Rs.2,000 
in the name of every girl chi dborn in poor 
households, was not implemented until 


1997. 
A CCORDING to the women of 


Usilampatti, following the arrest of 
Karupayee, fear of the law prompted a 
decline in the reported instances of female 
infanticide. It was then that scan centres 
mushroomed in the region, offering the 
facility for carly detection of the sex of the 
foetus. 

According to T.T. Guhan, Deputy 
Director (Administration), Directorate of 
Medical and Rural Health Services, 
Chennai, none of the scan centres in 
Usilampatti 1s registered with the 
Directorate, which is the Appropriate 


11) 


Authority for the imple- 
mentation of the Act. 
The Advisory Comm- 
ittee set up to aid and 
advise the Appropriate 
Authority met On 
November 3; it decided 
to send our notices to the 
scan centres that have 
not been: ‘tered with 
the propriate 
Authority. 

Most of the scan 
centres in Usilampatti 
have been established by 
doctors who appear to 
have little hesitation in 
disclosing the sex of the 
foetus — which they do 
cither orally or by scrib- 
bling ‘xx’ (referring to 
the female chromosome 
pattern) on a piece of paper. Shockingly, 
doctors who run the scan centres and 
those who perform abortions seemed to 
be unaware of the Act and the fact that 
their actions in performing sex-determi- 
nation tests and disclosing the sex of the 
foetus constitute a punishable violation of 
the law. Chapter II Section 3(3) of the Act 
states: “No medical geneticist, gynaecol- 
ogist, paediatrician, registered medical 
practitioner or any other person shall... aid 
in conducting... any pre-natal diagnostic 
techniques at a place other than a place 


_ registered under this Act.” 
‘ound scan can help ceter- 


in. ue sex of the foetus from 


berween 16 and 20 weeks of pregnancy 
depending on the parameters of the 
equipment. For instance, with the kinds 
of equipment generally available in 
Usilampatti, which have relatively low- 
resolution monitors and do not have 
trans-vaginal attachments, the sex can be 
ascertained only by around the 20th week 
of pregnancy. With the aid of equipment 
available in some scan centres in Madurai 
it is possible to ascertain the sex in the 16th 
week of pregnancy. But in Usilampacti, 
many doctors seem to resort to medical 
termination of pregnancy for their 
patients ever: between 12 and 15 weeks of 
pregnancy. 

There is also an incidental question 
here of the level of reliabiliry of ultrasound 
scanning, that coo ata fairly carly stage of 
pregnancy, in foetal sex determination. 
According to a doctor in Usilampatti, the 
margin of error in the case of sex deter- 
muinacon is small, A signal from the scan- 
ming protessionals almost invariably leads 
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Sex-specific abor- 
tions, assisted in 
many instai.ces 
by doctors and 
paramedical per- 
sonnel, coniinue 
to be performed, 
sometimes at 
great risk to the 
woman: The long- 
term sociological 
consequences of 
these unlawful, 
unethical acts are 
serious in the 


extreme. 
Sere Its 


to an abortion regardless 
of the accuracy of the scx 
determination. 


a WOMAN doctor 
~ \who has been prac 
‘tising in Usilampatt! 
crown for 10 years sal 
thatshe handled about 25 
abortion cases 4 month — 
most of them incomplete 
abortions, pre-marital 
pregnancies and sex- 
selective abortions — after 
securing in each case the 
consent of the parents or 
the husband. Her clinic 
does not have scanning 
facilities but she refers her 
cases (to centres in 
Madurai and Usilampatti 
town. Even as we were 
talking co her in her clinic, a man repre- 
senting a scan centre in Usilampatti 
brought her share of Rs. 25 for every 
atient she referred to the centre. 

She initially claimed that the sex of the 
foetus was never disclosed, but on repeat- 
ed questioning admitted that the infor- 
mation was communicated orally to some 
women. ‘ 

According to her, most of the 
demands for abortion came from people 
belonging to the Kallar community, with- 
out class distinctions. She insisted that she 
performed sex-specific abortions only for 
the poor, sometimes even six months into 
the pregnancy. 

Asked if she did not consider sex- 
selective abortions illegal and unethical, 
she replied: “There is a (demand) for abor- 
tions, so I do it.” She added that some 
nurses also performed abortions in their 
houses. 

According to another woman doctor, 
private clinics performed three or fe: 
abortions a day, against the 15-20 a 
month performed at government -:ospi- 
tals. The procedure in private clinics was 
hassle-free and the patient would be dis- 
charged a few hours after the procedure. 
Before a scan was done, no forms needed 
to be filled in and the patient's consent 
was not secured because it was only an out- 
patient procedure, she said. This doctor 
too conceded that the sex of the foetus was 
disclosed to some patients. According to 
her, in several instances, the mothers had 
abandone:! girtambies at the hospical and 
left with:a hours of the delivery; such 
babies were handed over to the receiving 


centres run by the Indian Council for 
Child Welfare. 
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A third woman doctor, who offers 
an facilities in Usilampatti town, said 
‘hal she performed four or five abortions 
a day. Asked about the ethics of sex-spe- 
cific abortions, she said: I offer the poor 
a place where the abortion can be con- 
ducted without health risks co the moth- 
cr, Otherwise, these poor people will be 
at the mercy of quacks.” 

She claimed that there was no need 
for scan centres to be registered as scun- 
ning was an out-patient procedure. She 
admitted that she disclosed the sex of the 
foetus orally or symbolically or through 
her assistants. The number of requests for 
scans had increased in the last rwo or three 
years, she noted. 

A private scan centre which was 
opened in 1996 in Usilampatti town is 
run by some doctors. Onc of them, whon 
we met at the centre, insisted that r 
was no need for the scan centre to bet-,, 
istered or for the pregnant woman's con- 
sent to be ubrained for ascan. The cen:re. 
he said, was started as there was ademand 
for itin Usilampatti. He said that 75 scans 
4 month were performed at the centre; he 
conceded that the sex of the foetus was 
disclosed orally to some women. 

Another scan centre in Arasanedi, set 
up a few months ago, performs at least 15 
scans a day. It is patronised by many peo- 
ple from Usilampatti taluk. 

Under the Act, scan centres are 
required to maintain records of patients 
for two years. At a scan centre in 
Usilampatti it was claimed that records are 
maintained for one month and then 
destroyed. “he doctor at the scan centre 
of course i used a request to let us look 
at the reccrds in order to verify the broad 
natur: . the entries. 


1B apiret to implement the Act has ied 
to the unregulated mushrooming of 
scan centres and the misuse of pre-natal 
diagnostic techniques to determine the 
sex of foetuses; these in turn have led to 
increasing instances 7f female foeticide, in 
some cases at great peril to the lives of the 
pregnant women. ee 
This grim situation raises large* ques- 
tions relating to basic socio-economic 
circumstances, pressures and. ‘compul- 
sions’, societal values and mental atti- 
tudestowards the girl-child, the failure 
of the law enforcement system > imple- 
ment relevant legislation, and ethical 
issues concerning the medical profession. 


(The names of come persons referred to in the story 
have been changed at their request ! 
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Where have all the girls gone? 


TUNG by the latest census 

figures that show an alarm 

ing decline in the male-fe 

male ratio in many Indian 

states — clearly pointing to 

the indiscriminate use of ultrasound, 

amniocentesis and other pre-natal 

sex detection techniques — the Su- 

preme Court of India has directed the 

Union and state governments to 

stringently enforce the existing law 

banning sex determination and. se- 

lection procedures. The order follows 

pending PIL that was filed by the 

Centre for Inquiry Health and Allied 

Themes (CEHAT) and the Mahila 

Sarvangeen Utkarsh Mandal 
(MASUM). 

In its April 4 order, the SC 
said that the Pre—-Natal Diag- 
nostic Techniques (Regulation 
and Prevention of Misuse) % 
(PNDT) Act, 1994 must-be = 
strictly implemented by the 
central and state governments 
and amended if necessary to # 
plug loopholes. The apex court % 
also directed authorities to 
launch a vigorous media cam- 
paign against female foeticide 
and the practice of pre-natal 
sex determination. 

The Supreme Court has di- 
rected all states to file affida- 
‘ts detailing steps to stop sex 
.etermination tests. The Medical 
Coyncil has also recommended the 


de-registration of doctors found. 


guilty of the crime. 

The PNDT Act was in response 
to a concerted campaign launched by 
women’s organisations in the eight- 
ies against the deleterious impact of 
sex pre-selection techniques. 
Maharashtra that played a leading 
role in the campaign was also the 
first state to enact a state law pro- 
hibiting such sex pre-selection tech- 
niques long before the national leg- 
islation was contemplated and there- 
after, enacted. 

The petition by CEHAT and 
MASUM had noted that sex deter- 
mination was now possible even be- 
fore conception by a method called 
pre-natal genetic diagnosis. The new 
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technique allows sperm to be proc- 
essed A a laboratory so that the XX 
and XY chromosomes are separated, 
ensuring the birth of a boy. The pe- 
tition has warned that unless dras- 
tic steps were taken against it, the 
country would face severe conse- 
quences in the near future. 

The provisional census figures on 
the declining sex ratio in the coun- 
try confirm the petitioners’: worst 
fears. Ironically, the sex ratio is de- 
clining even in Maharashtra, the 
state that launched a campaign 
against sex—determination tests, the 
state that was the first to enact a 


law against it, the state that is gen- 
erally considered to be the most pro- 
gressive in the country. According 
to provisional figures available from 
the latest census, in Mumbai, there 
are only 774 females per 1000 males, 
which is a decline from the ’91 ratio 
of 791 to 1000. Experiencing a con- 
sistent free fall for the last two dec- 
ades, Maharashtra’s sex ratio was 
clocked at 922 females per 1000 
males, down from 934 in 1991 and 
937 in 1981. 

But the most dramatic drop in the 
sex ratio has been reported from 
Punjab and Haryana, states that are 


among the most economically ad- © 


vanced in the country, According to 
the latest census figures, the sex 
ratio in Punjab has decreased from 
882 females per 1,000 males in 199] 
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to 874 in 2001. While Punjab’s popu- 
lation grew by 19.76 per cent since 
the last census, the sex ratio has 


deteriorated further, pointing to- 


wards a poor social development in- 
dex for women. Though the sex ra- 
tio rose continuously from 1911 to 
1991, it has recorded a decline over 
the last two decades. 

After the latest census exercise, 
Punjab was placed 29th among all 
states and Union Territories. 
Haryana had a slightly lower ratio of 
874 and Chandigarh was placed 34th 
with a mere 773 as against the na- 
tional average of 933. Ludhiana dis- 
trict, which recorded the maxi- 
mum growth in terms of popula- 
tion, ranks last among Punjab’s 
17 districts as far as sex ratio is 
concerned, recording 824 as com- 
pared to 844 females per 1000 
males in the previous census. 

Amniocentesis-based female 
‘foeticides are the highest in 
Haryana and Punjab amongst 
the educated middle-class fami- 
lies who believe in the small—fam- 
ily norm and exercise their ‘son- 
preference’ by routinely getting 
rid of girl foetuses. - 

Stunned by media reports of fe- 
male foeticide in Punjab, the Sikh 
religious leadership has been 
jolted into addressing the issue 
frontally. The Jathedar of Akal Takht, 
Joginder Singh Vedanti declared that 
female foeticide was against Sikh ten- 


ets and violative of the Sikh “Rehat 


Maryada”. He has warned that any 
one indulging in this crime against 
the girl child would be declared a 


 “tankhaiya” (guilty of religious mis- 


conduct) and excommunicated. 
According to reports in different 
sections of the media, the Jathedar has 
received innumerable complaints from 
co-religionists that a large number of 
Sikhs are indulging in female foeticide. 
Evidently, both in rural and urban 
areas, Sikhs are-being drawn towards 
newly opened sex—determination clin- 
ics. The so-called ‘son—fixation syn- 
drome’ is what is prompting an in- 
creasing number of families to indulge 
in female foeticide. & 
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